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ABSTRACT
Workplace incivility is a widespread problem in the clinical work environment that
affects present and future generations of nurses. The purpose of this study was to determine if a
cognitive rehearsal intervention (i.e., TeamSTEPPS® DESC script) would increase senior
nursing students’ self-efficacy, decrease workplace incivility experienced in the clinical work
environment, and if nursing students’ pre-intervention self-efficacy level would be indirectly
associated with post-intervention workplace incivility.
A quasi-experimental, one-group pretest-posttest study was used to measure the effect of
a cognitive rehearsal intervention on nursing students’ self-efficacy levels and workplace
incivility experienced in their clinical rotation at an acute care center. Study participants were
recruited from a university in the southeast USA. Data were collected in three phases using four
different instruments: Uncivil Behavior in Clinical Nursing Education (UBCNE) measured
perceived workplace incivility, General Self-Efficacy (GSE) scale assessed perceived selfefficacy, Centers for Disease Control and Prevention’s Delayed Evaluation appraised use of the
cognitive rehearsal intervention, and a demographic survey was utilized to obtain personal
information on study participants.
A total of 64 nursing students met the inclusion criteria and were invited to participate.
Thirty-nine students took part in pre-intervention data collection and 27 completed both pre- and
post-surveys. Of the 27, most were female (85.2%), 20 to 24 years of age (55.6%), and Black of
not Hispanic origin (59.3%). Study participants’ ages ranged from 20 to 49. A repeated
measures ANOVA was used to compare nursing students’ self-efficacy levels and workplace
iii

incivility experienced in the clinical work environment between pre- and post-intervention.
Findings indicated no significant effect between time1 and time2 in nursing students’ self-efficacy
levels (Wilks’ Lambda = .93, F (1, 25) = 1.89, p = .181) nor workplace incivility (Wilks’
Lambda = .99, F (1, 25) = .02, p = .884) while controlling for race and ethnicity. Over 96% of
the students stated that they had used some or a lot of the cognitive rehearsal intervention to
respond to workplace incivility. Correlation’s analysis did not indicate a significant linear
relationship (r = -0.19, n = 27, p = .337) between pre- self-efficacy (GSE) and post-workplace
incivility (UBCNE) scores.
Results of this study illustrate a need for additional research regarding culturally diverse
nursing populations, self-efficacy, and workplace incivility. Current levels of workplace
incivility experienced by nursing students threatened the profession and patient care. Nursing
programs should consider exposing students to more than one session of the DESC script and
using different evidence-based cognitive rehearsal interventions such as the Caring Feedback
Model or the TeamSTEPPS® CUS script to compare effect size. It is critical to help nursing
students address workplace incivility in the clinical work environment before they transition into
professional practice and normalize said behavior.
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CHAPTER 1: INTRODUCTION
This chapter presents an overview of incivility in the clinical work environment, nursing,
academia, describes the role of self-efficacy as a potential shield to incivility, and introduces the
use of cognitive rehearsal as an intervention to increase self-efficacy and decrease workplace
incivility experienced by baccalaureate nursing students in the clinical work environment.
Likewise, the chapter introduces the concepts for the study, the theoretical framework, purpose,
specific aims, and research questions that guided this doctoral research study.
Workplace incivility is a widespread problem in the clinical work environment that
affects healthcare providers and negatively impacts patient care (Institute for Safe Medication
Practices [ISMP], 2004; The Joint Commission [TJC], 2008). Workplace incivility is defined as
behavior between two or more parties that violates the norms of mutual respect in a professional
work setting (Andersson & Pearson, 1999). Uncivil behavior is associated with rude or
disrespectful behaviors that may include being ridiculed or ignored, verbal abuse, sarcasm, and
unjust criticism (Andersson & Pearson, 1999; Birks et al., 2017; Budden et al., 2017; Clark et al,
2012; Longo, 2007). In addition to being called workplace incivility, the medical field and some
professional healthcare organizations have studied this phenomenon under a different name,
intimidating and disruptive behaviors (Addison & Luparell, 2014; ISMP, 2004; Saxton, 2012;
Small et al., 2015; TJC, 2008). The nursing profession and business disciplines have examined
these behaviors using the terms: bullying, vertical/horizontal violence, incivility, and workplace
incivility (Andersson & Pearson, 1999; Birks et al., 2017; Budden et al., 2017; Clarke et al.,
2012; Curtis et al., 2007; Elmblad et al., 2014; Longo, 2007; Nikstaitis & Simko, 2014;
1

Ostrofsky, 2012; Thomas & Burk, 2009). Regardless of the name used in the literature
workplace incivility, bullying, lateral/horizontal violence, vertical violence, intimidating or
disruptive behaviors, they all examined behaviors characterized by rude or disrespectful conduct
in the clinical work environment.
In 2004, the ISMP conducted a study on intimidating behaviors in the clinical work
environment. The study found that 88% of those sampled experienced condescending language,
87% endured impatience with questions, and 48% verbal abuse. After experiencing intimidating
behaviors, 40% of the sample did not seek order clarifications with perpetrators of said behavior.
The Joint Commission’s (TJC) Sentinel Event Alert 40 (2008) addressed the connection
between intimidating behaviors, medical errors, poor patient satisfaction, adverse outcomes, and
staff turnover. Per TJC, the root cause of intimidating behaviors is a history of tolerance and
indifference to said behaviors in the clinical work environment. Healthcare organizations that
tolerate or fail to address intimidating behaviors indirectly promote it. In addition, individual
and systemic factors also contribute to the existence and proliferation of intimating behaviors.
The high stakes and high stress of the clinical work environment can trigger intimidating
behaviors in individuals that have poor interpersonal, coping or conflict management skills.
Systemic factors may arise from pressure placed on healthcare providers with increased
workload demands, cost containment measures, and differences in power hierarchies. Disruptive
behaviors are usually not reported for fear of retaliation or reluctance to face the perpetrator.
To date, most studies conducted on workplace incivility, nursing, and the clinical work
environment have focused on descriptive statistics. Specifically, these studies have examined
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sources of incivility, types of uncivil behavior, the link between race, gender, and years of
experience, as well as the negative impact of incivility on nurses and patient outcomes. In the
clinical work environment, sources of incivility included nurses, physicians, managers, and the
public. The top two sources of workplace incivility were identified as physicians followed by
nurses (Addison & Luparell, 2014; Hutton & Gates, 2008; Nikstaitis & Simko, 2014; Tee et al.,
2016). Types of uncivil behaviors experienced by nurses included being ignored, unfairly
criticized, and verbal abuse (Tee et al., 2016). A link between age and incivility were uncovered.
Younger nurses experienced more incivility than their older counterparts (Small et al., 2015).
Among nurses, race was a statistically significant factor in the frequency of perceived incivility
(Nikstaitis & Simko, 2014). Nurses who identified as White (53.8%, 52.4%) experienced more
incivility pre- and posttesting than Black/African American (23.1%, 28.6%), and Asian nurses
(11.5%, 9.5%).
Research suggests that years of experience predicted incivility. Nurses who practiced for
less than five years experienced higher frequencies of incivility than nurses with six or more
years of experience (Nikstaitis & Simko, 2014). In reference to gender, uncivil behaviors
including rudeness, yelling, and public criticism affected female participants more than their
male counterparts (Stecker & Stecker, 2014). Nurses exposed to incivility suffered from stress,
burnout, loss of concentration, and depression (Addison & Luparell, 2014; Elmblad et al., 2014;
Tee et al., 2016). In addition to impacting nurses, incivility also negatively affected healthcare
organizations and patient care. At the organizational level, workplace incivility was associated
with absenteeism, turnover, and decreased productivity (Hutton & Gates, 2008; Ostrofsky, 2012;

3

Tee et al., 2016). Incivility also affected patient care and safety. Studies linked workplace
incivility to adverse events including medical errors, lower quality of care, and patient mortality
(Addison & Luparell, 2014; Rosenstein & O’Daniel, 2008). Despite the negative consequences
associated with workplace incivility, some nurse managers felt powerless to stop it (Ostrofsky,
2012).
The connection between academia and the clinical work environment should not be
overlooked. Historically, incivility in nursing has been viewed as a rite of passage (Meissner,
1986, Roberts et al., 2018). In 1986, Meissner coined the phrase “nurses eat their young.”
According to Meissner, nurses are guilty of committing “genocide” against nursing students and
new nurses. Meissner identified the worst offenders as nurses in the clinical setting who act as
“drill sergeants” and demand obedience from students without question. However, an
authoritarian attitude is not congruent with the goals of the clinical work environment which is to
provide nursing students with the opportunity to practice what they’ve learned in the classroom
(Anthony & Yastik, 2011; Anthony et al., 2014; Birks et al., 2017; Jackson et al., 2011; LevettJones & Lathlean, 2008; Wallace et al., 2015).
Unlike studies on registered nurses, current literature on nursing students and workplace
incivility were mostly qualitative studies while a small minority offered descriptive statistics.
These studies indicated that nursing students experienced a range of uncivil behaviors in the
clinical work environment including verbal abuse, being neglected, or ignored, and being
humiliated in front of others by staff nurses (Birks et al., 2017; Budden et al., 2017; Clarke et al.,
2012; Longo, 2017). Findings indicated that students between the ages of 18 and 44 reported
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more incivility than students 45 years and older (Clarke et al., 2012). Higher rates of incivility
were associated with year in the nursing program. Students in the fourth year reported more
incivility than first year students (Babenko-Mould & Laschinger, 2014; Budden et al., 2017).
Exposure to incivility left some students in tears while others felt hurt, humiliated, emotionally
exhausted, or cheated out of learning experiences (Anthony & Yastik, 2011; Babenko-Mould &
Laschinger, 2014; Curtis, et al., 2007; Longo, 2007; Thomas & Burk, 2009). Although, some
students experienced incivility in the clinical work environment others witnessed said behavior.
According to Andersson and Pearson (1999), witnessing incivility can be as damaging as
experiencing said behavior. Witnessing workplace incivility changes an individual’s perception
and reaction to others in the work environment. This assertion was confirmed by some students
who described nursing as a “bitchy profession” in which nurses do not care for their peers or
having students around (Anthony & Yastik, 2011; Curtis et al., 2007).

Workplace Incivility
In nursing, the most used definition of incivility is borrowed from the business discipline,
Andersson and Pearson’s (1999) concept of workplace incivility. Andersson and Pearson
defined workplace incivility as “…low intensity deviant behavior with ambiguous intent to harm
the target, in violation of workplace norms for mutual respect” (p. 457). Workplace incivility is
associated with rude and disrespectful behavior including but not limited to rude comments,
being ignored, neglected, unfairly criticized/blamed, and humiliated (Anthony & Yastik, 2011;
Birks et al., 2017; Budden et al., 2017; Clarke et al., 2012; Curtis, et al., 2007; Longo, 2007;
Thomas & Burk, 2009). Workplace incivility is an interactive event consisting of instigator(s),
5

target(s), at times an observer(s), and a social environment that all contributed to and were
impacted by uncivil occurrences. Before the adoption of the term incivility in the nursing
literature, the first known study on rude and unprofessional behavior in nursing and the clinical
work environment examined workplace mistreatment (Allen, 1992).
Although a unique concept, incivility is often used in the nursing literature
interchangeably with other concepts including bullying, horizontal or lateral violence, vertical
violence, and workplace violence. This creates the impression that these concepts are the same
when in fact they are not (Lynette et al., 2016). However, they are related. These concepts can
be ranked on a continuum by intensity of behavior. At the starting point of the continuum and
the least intense is workplace incivility which occurs without intent to harm (Andersson &
Pearson, 1999). The next step in the continuum is workplace bullying. Workplace bullying is
associated with regular, continuous harassment, offenses, or social exclusion that affects
someone’s work over a period of at least six months (Einarsen et al., 2011). In addition to
bullying, individuals at work can also engage in horizontal and lateral violence. Embree and
White (2010) defined horizontal or lateral violence as verbal, physical, or emotional aggression
between nurses used to control or humiliate a peer. Vertical violence is defined as incivility
between nurses of unequal power or position (Buback, 2004). At the end of the continuum and
the most intense behavior lies workplace violence. In contrast to workplace incivility’s lowintensity nature with no intent to harm, workplace violence involves violent acts (U.S.
Department of Labor, 2012). A description of workplace incivility and related concepts found in
the literature are listed in Table 1.
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Table 1
Definition of Workplace Incivility and Related Concepts
Concept
Workplace Incivility

Definition
“…low-intensity deviant behavior with ambiguous
intent to harm the target, in violation of workplace
norms for mutual respect” (Andersson & Pearson,
1999, p. 457).

Workplace Bullying

“Harassing, offending, or socially excluding someone
or negatively affecting someone’s work. In order for
the label of bullying (or mobbing) to be applied to a
particular activity, interaction, or process, the bullying
behavior has to occur repeatedly and regularly (e.g.,
weekly) and over a period of time (e.g., about six
months). Bullying is an escalating process in the course
of which the person confronted ends up in an inferior
position and becomes the target of systematic negative
social acts. A conflict cannot be called bullying if the
incident is an isolated event or if two parties of
approximately equal strength are in conflict” (Einarsen
et al., 2011, p.22).

Horizontal or Lateral Violence

“Nurse to nurse aggression, verbal, physical, emotional
abuse that is designed to control, humiliate a peer and
can consist of a one-time occurrence” (Embree &
White, 2010, p. 168)

Vertical Violence

Workplace Violence

“Abuse from one in an actual or perceived superior
position” (Buback, 2004, p. 148)
“…is any act or threat of physical violence,
harassment, intimidation, or other threatening
disruptive behavior that occurs at the work site” (U.S.
Department of Labor, 2012).

Based on the definitions presented in Table 1, two key distinctions between workplace
incivility and related concepts should be noted: 1) its low-intensity behavior and 2) ambiguous
intent to harm.
Thus far, most nursing studies that have examined workplace incivility between nurses
and nursing students have focused on quantifying said phenomenon. Recently, several
7

researchers have tested an intervention, cognitive rehearsal, to decrease workplace incivility
between nurses and nursing students. Cognitive rehearsal is a strategy that uses a facilitator to
train individuals on how to address specific problems or social interactions (Clark, 2019).
Findings indicated that cognitive rehearsal increased nursing students’ confidence to respond
effectively to workplace incivility (Roberts et al., 2018; Sanner-Stiehr, 2018; Sanner-Stiehr &
Ward-Smith, 2015). In addition to decreasing workplace incivility, studies found a positive
correlation between cognitive rehearsal and self-efficacy. Self-efficacy refers to an
individual’s”…beliefs about their capabilities to produce designated levels of performance that
exercise influence over events that affect their lives” (Bandura, 1994, p. 71). Results indicated
an increase in nursing students’ self-efficacy post-cognitive rehearsal training (Sanner-Stiehr &
Ward-Smith, 2015; Sidhu & Park, 2018).

Key Terms
Throughout this paper, the term “workplace incivility” was used to describe uncivil
behavior that occurred in the clinical work environment between nurses and nursing students.
The term “nursing students” was used to identify students enrolled in baccalaureate nursing
programs that have achieved a junior or senior standing. The term “nurses” was used to describe
registered nurses who are assigned nursing students during a clinical rotation in the clinical work
environment. The term “clinical work environment” was used instead of hospital or acute care
center. The term “clinical rotation” was used to describe professional practice of nursing skills
in the clinical work environments. Instead of using the term victim, this study used “target” to
denote individuals who were on the receiving end of workplace incivility. The term “instigator”
8

was used to describe individuals who initiated the uncivil behavior. The term “observer” was
used to classify individual(s) who witnessed workplace incivility. The term “cognitive
rehearsal” was used to refer to the study’s intervention. The term “self-efficacy” was used to
describe students’ belief in their ability to respond to social interactions that impact their physical
and emotional states (Bandura 1994).

Specific Aims
The purpose of this study was to assess the effect of a cognitive rehearsal intervention on
nursing students’ self-efficacy and level of exposure of workplace incivility experienced by
baccalaureate nursing students in the clinical work environment. This study builds and extends
on previous studies that examined the effect of cognitive rehearsal on nursing students’ selfefficacy and workplace incivility experienced in the clinical work environment. First, this study
used a sample of culturally diverse nursing students. Six of the eight studies reviewed on
nursing students, incivility, cognitive rehearsal, and self-efficacy did not provide a race nor
ethnic breakdown of their study participants (Clarke, 2019; Del Prato, 2013; Palumbo, 2018;
Roberts et at., 2018; Sanner-Stiehr & Ward-Smith, 2015; Sidhu & Park 2018). The samples of
the two remaining studies were 61% Hispanic and 82.2% Caucasian (Pines et al., 2012; SannerStiehr, 2018). Second, only one study performed a linear regression to determine if age, gender,
past exposure, and workplace bullying were covariates (Sanner-Stiehr & Ward-Smith, 2015).
Third, two of the studies examined the effects of cognitive rehearsal on nursing students’ selfefficacy and their ability to respond to incivility in the nursing workplace and disruptive
physician behavior (Sanner-Stiehr 2018; Sanner-Stiehr & Ward-Smith; 2015). Both studies
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measured students’ self-efficacy, but none measured if there was a decrease in workplace
incivility. Fourth, this study measured the effectiveness of the study’s cognitive rehearsal
intervention via the Kirkpatrick Model (Kirkpatrick Partners, 2020). Said model is widely used
by companies in the United States. Only two studies reviewed evaluated their cognitive
rehearsal training effectiveness (Roberts et al., 2018; Sanner-Stiehr 2018). One study used the
four levels of the Kirpatrick Model but the other one only measured level two. None of the
studies on cognitive rehearsal and/or self-efficacy measured specifically workplace incivility
instigated by nurses targeting nursing students in the clinical work environment nor used a
validated instrumented designed to measure said phenomenon (Clarke, 2019; Del Prato, 2013;
Palumbo, 2018; Pines et al., 2012; Roberts et al., 2018; Sanner-Stiehr, 2018; Sanner-Stiehr &
Ward-Smith, 2015). Therefore, this study was the first to employ a predominantly nonCaucasian/Hispanic population, examine age, gender, ethnicity/race of nursing students, use an
evidence-based cognitive rehearsal intervention and measure the impact on students’ selfefficacy and workplace incivility while controlling for race/ethnicity, and use a validated
instrument created to measure nursing students’ level of workplace incivility instigated by nurses
in the clinical work environment.
The aims of this study were as follows:
Aim 1: Determine the differences between pretest and posttest scores on self-efficacy
after exposure to the cognitive rehearsal intervention on baccalaureate nursing students’ selfefficacy levels as measured by the General Self-Efficacy (GSE) scale while controlling for
race/ethnicity.
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Aim 2: Determine the differences between pretest and posttest scores on workplace
incivility after exposure to the cognitive rehearsal intervention on baccalaureate nursing
students’ experiences with incivility in the clinical work environment as measured by the Uncivil
Behavior in Clinical Education (UBCNE) scale while controlling for race/ethnicity.
Aim 3: Determine baccalaureate nursing students use of cognitive rehearsal in response
to workplace incivility in the clinical work environment as measured by Level 3 of the
Kirkpatrick Model using the Centers for Disease Control and Prevention’s (2019) Recommended
Questions for Delayed Evaluation.
Aim 4: Determine if baccalaureate nursing student’s self-efficacy level as measured by
the General Self-Efficacy (GSE) scale before exposure to the cognitive rehearsal intervention
would be indirectly associated with workplace incivility (UBCNE) reported in the clinical work
environment.

Theoretical Framework
Studies have identified several individual and organizational factors that contribute to
workplace incivility between nurses and nursing students in the clinical work environment. At
the individual level, researchers have uncovered a link between workplace incivility, age, and
year in nursing program (Babenko-Mould & Laschinger, 2014; Budden et al., 2017; Clarke et al.,
2012). At the organizational level, researchers identified nurses as the top instigator of
workplace incivility against nursing students in the clinical work environment (Anthony &
Yastik, 2011; Babenko-Mould & Laschinger, 2014; Clarke, et al., 2012; Curtis et al., 2007;
Meissner, 1986; Thomas & Burk, 2009). Due to power hierarchies and fear of retaliation, targets
11

of workplace incivility seldom address said behavior with instigators (Budden et al., 2017;
Meissner, 1986; TJC, 2008). Findings indicated that nursing students subjected to workplace
incivility did not respond or report said behavior (Birks et al., 2017; Budden et al., 2017; Longo,
2007; Tee et al., 2016).
Most of the current literature on workplace incivility between nurses and nursing students
did not use a theoretical framework. Nevertheless, a small portion of studies have used Freire’s
Pedagogy of the Oppressed (Anthony & Yastik, 2011; Curtis et al., 2007; Thomas & Burk,
2009). Freire (2005) argued that the oppressed “…instead of striving for liberation, tend
themselves to become oppressors, or sub-oppressors” (p. 45). The theory holds that the
oppressed have been conditioned by the environment to believe that the oppressor is the ideal
model. Therefore, the oppressed seek to become the oppressor. Freire’s theory explains why
nurses “eat their young” and why incivility is viewed as a rite of passage in nursing and why it is
so prevalent in the clinical work environment. However, the goal of this paper is not to explain
why nurses eat their young but to implement an intervention to deter workplace incivility
instigated by nurses in the clinical work environment targeting nursing students. To achieve the
aims of this study, this paper used self-efficacy theory as its theoretical framework.
Self-efficacy theory is defined as an individual’s beliefs about their ability to produce
levels of performance that can influence events that affect their lives (Bandura, 1994). Selfefficacy determines how individuals feel, think, behave, and motivate themselves. A strong
sense of self-efficacy helps individuals handle difficult events as trials instead of threats.
Individuals with a high sense of efficacy recover quickly from failure or setbacks. Instead of
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internalizing failure, highly efficacious individuals interpret failure as a lack of effort or
knowledge that can be attained. When faced with a challenge, they feel a measure of control.
Unlike individuals with a strong sense of self-efficacy, individuals with low self-efficacy tend to
doubt themselves and retreat from challenges they view as threats. What’s more, individuals
with low self-efficacy dwell on personal deficiencies and foresee adverse outcomes. Due to their
negative outlook, they are slow to recover from failure and give up quickly in the face of
adversity.

Concepts of the Theory
Derived from social cognitive theory (SCT), the theory of self-efficacy must be evaluated
within the context of reciprocal determinism (Resnick, 2008). Reciprocal determinism is the
belief that person, behavior, and environment interact and serve as determinants of each other.
Bandura (1994) argued that self-efficacy beliefs can be developed through mastery experiences
(i.e., performing an activity), vicarious experiences (i.e., seeing similar models perform an
activity), social persuasion (i.e., telling an individual they can perform an activity), and
emotional and physiological states (i.e., decrease an individual’s stress level). Human behavior
may also be affected through four major efficacy-activated psychological processes: cognitive,
motivational, affective, and selection processes. Most human behavior is regulated by personal
goals and forethought. Individuals engage in thinking to visualize scenarios, weigh alternatives,
and review previous experiences and outcomes. In the face of adversity or uncertainty,
individuals with a low sense of efficacy will lower their aspirations and their performance.
Forethought also influences motivational processes. Motivation determines what goals
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individuals set for themselves, how much effort they expend on attainting their goals, how long
they persist in the face of challenges, and their ability to bounce back from failure. The ability to
cope under duress affects how much stress an individual experiences in difficult situations.
People who believe they have some measure of control over threats do not visualize worse case
scenarios or dwell on negative outcomes. Therefore, beliefs of self-efficacy affect which choices
(selection process) individuals make which in turn affect the direction of their lives.

Applicability of Theory
The theory of self-efficacy was used as the theoretical framework to examine the effect of
cognitive rehearsal and self-efficacy on workplace incivility experienced by nursing students in
the clinical work environment. Theoretical frameworks are used to understand, analyze, and
design ways to investigate a problem (Grant & Osanloo, 2014). Current studies indicated that
nursing students experience incivility in the clinical work environment (Anthony & Yastik,
2011; Babenko-Mould & Laschinger, 2014; Birks et al., 2017; Budden et al., 2017; Clark et al.,
2012; Curtis et al., 2007; Longo, 2007; Tee et al., 2016; Thomas & Burk, 2009; Thomas et al.,
2015). When queried, students expressed feeling humiliated, depressed, angry, and tearful
(Anthony & Yastik, 2011; Budden et al., 2017; Clarke et el., 2012; Curtis et al., 2007; Longo,
2007; Tee et al., 2016; Thomas & Burk, 2009). As a result of uncivil experiences, some students
considered leaving the nursing profession, other students viewed workplace incivility as
something that was unavoidable in nursing, while others did not report the behavior because they
felt that nothing would be done (Birks et al., 2017; Budden et al., 2017; Clark et al., 2012; Curtis
et al., 2007; Tee et al., 2016). These studies indicated several issues connected to self-efficacy
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theory: 1) students did not feel they had any control in any of these uncivil encounters, 2)
students did not possess the skills or ability to respond to workplace incivility, and 3) the
students’ lack of response to uncivil behavior indicated that they had low self-efficacy
expectations. Therefore, students’ low self-efficacy expectations prevented them from
confronting the instigator of workplace incivility or reporting said behavior.
In nursing, several studies have used Resnick’s (2008) modified version of Bandura’s
theory of self-efficacy. Although the concepts in both theories are similar, Resnick changed the
names of the sources of self-efficacy and efficacy-activated processes (see Figure 1). In
Resnick’s theory, the sources of self-efficacy referred to as informational sources are
performance, verbal persuasion, role modeling, and physiological feedback instead of Bandura’s
(1994) mastery experiences, vicarious experiences, social persuasion, and physiological and
affective states (see Table 2). Resnick refers to Bandura’s efficacy-activated processes as selfefficacy expectations and outcomes expectancies.
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Figure 1
Resnick’s (2008) Self-efficacy Model

Table 2
Comparison of Resnick’s (2008) and Bandura’s (1994) Self-Efficacy Model
Resnick

Bandura

Performance

Mastery Experiences

Verbal Persuasion

Social Persuasion

Role Modeling

Vicarious Experiences

Physiological Feedback

Physiological & Affective States

In nursing studies, the theory of self-efficacy has been used in developing programs that
emphasize exercise or physical activity in older adults (Resnick, 2008). One exercise program
incorporated three informational sources (role models, verbal persuasion, and performance) of
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the theory of self-efficacy to increase an individual’s self-efficacy expectations. Besides
exercise programs, self-efficacy has guided the development and implementation of restorative
care programs. Successful restorative programs used a five-step approach that incorporated
motivation that strengthen self-efficacy and outcome expectation.
In recent years, nursing researchers examined the concepts of self-efficacy, cognitive
rehearsal, and incivility. Cognitive rehearsal is a technique used in behavioral science to help
individuals discuss and rehearse effective ways to deal with problems or social situations (Griffin
& Clark, 2014). One study used cognitive rehearsal in a simulation activity to prepare nursing
students to address incivility. Per Clark (2019), simulation participants identified several
benefits to using cognitive rehearsal including learning to speak up in adverse situations,
communicating more effectively, and advocating for patient care. Sidhu and Parks (2018)
conducted a literature review to identify key concepts that increased nursing students’
competence and skill in addressing uncivil behavior. Sidhu and Parks reviewed an article on
student empowerment (Pope, 2008). Pope (2008) argued that empowering students would help
them break free from the oppressive hierarchy of healthcare and thus incivility. Sanner-Stiehr
and Ward-Smith (2015) examined the effect of cognitive rehearsal on nursing students’ selfefficacy and their ability to respond to uncivil behavior. Results of a paired samples t-tests on
the research question, “What is the effect of a cognitive behavior therapy intervention on
perceived self-efficacy to respond to lateral violence among nursing students?” indicated a
statistically significant (p = .000) increase in self-efficacy between pretest and posttest scores of
study participants but no change in the control group. Three months after exposure to the
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intervention, no significant differences were noted between posttest and students’ follow-up
scores. These results indicated that the cognitive rehearsal intervention had a sustained effect.
Using the theory of self-efficacy as a framework, this study tried to influence nursing
students’ behavior by exposing them to a cognitive rehearsal intervention that incorporated
Resnick’s (2008) four sources of self-efficacy: performance, verbal persuasion, role modeling,
and physiological feedback. The overarching aim of this study was to decrease or deter
workplace incivility experienced by nursing students through the implementation of a cognitive
rehearsal intervention in a baccalaureate nursing program.

Implications for Nursing
According to the U.S. Department of Health and Human Services (2017), the demand for
nurses will increase about 776,400 by 2030. During this same time period, the nursing shortage
is projected to reach over 510,000 (Zhang et al., 2018). If this picture is not alarming enough,
one must consider that by 2022 more than 500,000 registered nurses are expected to retire
(American Nurses Association [ANA], n.d.). The total number of new registered nurses
(increase demand plus replacements for retiring nurses) needed comes to 1.1 million (ANA,
n.d.). If the nursing profession and healthcare field are going to meet this demand, current and
future nurses must be safeguarded from workplace incivility.
Numerous studies have examined workplace incivility between nurses and nursing
students. Little progress has been made in changing the culture of the profession to deter or
decrease the occurrence of workplace incivility. Studies reviewed indicated that self-efficacy
and cognitive rehearsal may be used to help nursing students respond to workplace incivility
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effectively and decrease the negative consequences of said experiences. Findings indicated an
opportunity to protect current and future nurses from the negative impact of workplace incivility
associated with turnover, burnout, and emotional distress; thus, improving the quality of the
work environment and potentially mitigating the impact of the projected nursing shortage
(Addison & Luparell, 2014; Anthony & Yastik, 2011; Babenko-Mould & Laschinger, 2014;
Elmblad et al., 2014; Ostrofsky, 2012; Tee et al., 2016).
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CHAPTER 2: LITERATURE REVIEW
This chapter provides an overview of workplace incivility and the rationale for examining
the research question from an ontological perspective. This section discusses the concept of
workplace incivility, the existence of said phenomenon between nurses and nursing students in
the clinical work environment, self-efficacy and workplace incivility, and the use of cognitive
rehearsal as an intervention to deter workplace incivility.

Workplace Incivility Definition
Workplace incivility is an interactive event that involves two or more parties (Andersson
& Pearson, 1999). The parties involved include the instigator(s), target(s), at times observer(s)
and a social environment that all contribute to and are affected by incivility.
The most widely used definition of incivility in nursing comes from two researchers in
the business discipline, Andersson and Pearson (Anthony & Yastik, 2011; Babenko-Mould &
Laschinger, 2014; Elmblad et al., 2014; Hamblin et al., 2015; Hutton & Gates, 2008; Nikstaitis
& Simko, 2014; Ostrofsky, 2012). Andersson and Pearson (1999) defined workplace incivility
as “…low-intensity deviant behavior with ambiguous intent to harm the target, in violation of
workplace norms for mutual respect. Uncivil behaviors are characteristically rude and
discourteous, displaying a lack of regard for others” (p. 457).
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Descriptions of Workplace Incivility
Workplace incivility experienced by nursing students in the clinical work environment
can be divided into three different types: public embarrassment, unjust events, and unfair
treatment in the clinical work environment. Public embarrassment consisted of verbal abuse
including but not limited to exposure to racist remarks or inappropriate jokes, being ridiculed or
humiliated in front of others, and non-verbal behavior such as eye-rolling (Birks et al., 2017;
Budden et al., 2017; Clarke et al., 2012; Curtis et al., 2007; Longo, 2007; Tee et al., 2016)
Unjust events included being neglected or ignored and subjected to unfair criticism or judgment
(Birks et al., 2017; Budden et al., 2017; Clarke et al., 2012; Tee et al., 2016). Unfair treatment
was comprised of unfair workload assignments, no acknowledgement of good performance, and
denial of learning opportunities (Birks et al., 2017; Budden et al., 2017; Tee et al., 2016).

Operational Definition: Concept Confusion
The inconsistent use of the concept of workplace incivility in nursing may be due to a
lack of analysis. A review of the literature suggests that a concept analysis in the United States
of America has not been undertaken to examine the concept of incivility in the clinical work
environment. In the United States, two concept analysis studies examined student incivility and
civility in nursing education (Clark & Carnosso, 2008; Woodworth, 2016). Failure to adopt such
a concept analysis may have deterred adoption of a consistent understanding as to the specifics
of the term and associated behavior.
Although a unique concept, workplace incivility is often used interchangeably with other
concepts in the literature including bullying, lateral/horizontal/vertical violence, workplace
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violence. Pines et al. (2012) argued that the most common form of interpersonal conflict is
horizontal violence, which is a directed aggressive act versus the ambiguous intent to harm
associated with workplace incivility. Horizontal and lateral violence is defined as any hostile act
perpetrated by one colleague against another. Characteristic behaviors associated with
horizontal/lateral violence are intended to control, humiliate, or demean a peer (Embree &
White, 2010).
However, not all nursing studies used these concepts interchangeably. Instead, some
studies grouped these individual concepts under the umbrella term, disruptive behaviors.
Sanner-Stiehr (2018) referred to horizontal/lateral violence, incivility and bullying as disruptive
behaviors that negatively impacted interpersonal communications and threaten patient outcomes.
Roberts et al. (2018) used the term disruptive behaviors to describe lateral violence, bullying,
and incivility. In this study, disruptive behaviors were defined as uncivil acts. Palumbo (2018)
argued that academic incivility belongs to a group of disruptive behaviors that are detrimental to
the clinical work environment. Academic incivility was defined as any behavior or speech that
negatively affects a student’s welfare, undermines professional relationships, and deters learning.
Regardless of the term used in the literature (bullying, horizontal/lateral/vertical violence,
academic incivility, or disruptive behaviors), these studies examined similar behaviors that fall
under Andersson and Pearson’s (1999) definition of workplace incivility. Notwithstanding, the
irregular application of the concept of workplace incivility contributes to concept confusion that
impacts how the concept is used and measured.
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Workplace Incivility Prevalence
In its 10th annual, Civility in America: A Nationwide Survey, 93% of respondents
identified civility as a problem in the United States (Weber Shandwick et al., 2018). In the work
environment, 8% of respondents categorized their interactions with coworkers as very or
somewhat uncivil. Twenty-nine percent of workers stated they had personally experienced
incivility at their present or previous job. According to employees in uncivil workplaces, 10% of
respondents indicated that the leadership where they work is civil, 17% felt safe to report
incivility or harassment to their supervisor or human resources department, while 48% did not
trust management to handle complaints about incivility. On the other hand, 33% of employees
that worked in civil workplaces felt safer reporting incivility and other workplace issues. The
data indicated that employees do not accept incivility and feel it is the leadership’s responsibility
to enforce civility in the workplace (52% of employees in civil workplaces versus 46% of
employees in uncivil workplaces). The study also found that incivility multiplies if not
addressed (37% of uncivil workplaces versus 16% of civil workplaces) and that 42% of
employees were in favor of civility training to improve the workplace environment. The report
ranked civility by industry. The top five industries graded as “very civil” included: 1) financial
services/insurance (58%), 2) government/public sector/social services (52%), 3) industrial
manufacturing (51%), 4) retail (43%), and 5) healthcare/pharma, biotech (39%). The findings of
this nationwide survey indicated that incivility is pervasive in society and the healthcare industry.
In terms of “very civil industries in America”, the healthcare industry ranked last on the list. The
results of this survey highlight the state of incivility in healthcare reported in the current nursing
research and indicate a need for action such cognitive rehearsal.
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Sanner-Stiehr and Ward-Smith (2015) examined the effects of a cognitive rehearsal
intervention on nursing students’ self-efficacy response to workplace incivility. The findings
indicated that 80.5% of nursing students in the intervention group had previously experienced
workplace incivility. However, only 1.5% of the nursing students in the intervention group had
received training on workplace incivility. In contrast, 40.4% of the nursing students in the
control group reported workplace incivility and 61.7% reported previous training related to said
phenomenon. Palumbo (2018) assessed nursing student’s “familiarity with academic incivility”
in the nursing program and found that 83% percent of students surveyed post-intervention were
very familiar with said behavior. Roberts et al. (2018) taught cognitive rehearsal as a strategy to
address incivility to sophomore and senior nursing students. After cognitive rehearsal training,
58% of seniors and 69% of sophomores stated they used the training to respond to uncivil
encounters. Del Prato (2013) studied nursing students’ lived experience of faculty incivility as a
barrier to professional formation. Respondents in the study stated they were exposed to
condescending remarks, constant criticism, negative feedback, subjective evaluation, and unfair
expectations in the clinical work environment.

Antecedents
Antecedents were factors that led to the occurrence of the concept, workplace incivility.
The first and only required antecedent of workplace incivility was the presence of two or more
individuals: instigator(s) and target(s) (Andersson & Pearson, 1999). In addition to the presence
of two or more individuals, other factors can also play a critical role that leads to an uncivil
encounter. These factors may be divided into two categories: individual and organizational.
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At the individual level, several antecedents have been described in the nursing literature
including age, gender, educational level, ethnicity, language, self-efficacy, and coping strategies.
Clarke et al. (2012) evaluated the relationship between age, workplace incivility, and nursing
students in the clinical work environment. Over 89% of students aged 18 to 24 reported they had
experienced workplace incivility versus 88.9% of 25 to 34 years old, 87.5% of 35 to 44 years
old, and 82.6% of 45 and older. In terms of gender, 84.8% of male nursing students reported at
least one incident of workplace incivility versus 89.2% of female nursing students (Clarke et al.,
2012). A positive relationship was found between year in nursing program and workplace
incivility (Birks et al., 2017; Budden et al., 2017). As students advanced in the nursing program,
they reported an increase in workplace incivility. Ethnicity and language were also associated
with workplace incivility. Students that identified as Black/African/Caribbean or spoke English
as a second language experienced more incivility than other students in the sample (Birks et al.,
2017). Palumbo (2018) and Sanner-Stiehr and Ward-Smith (2015) examined the impact of an
intervention on nursing students’ self-efficacy and response to workplace incivility. The
findings indicated a significant increase (p < .001) in nursing students’ self-efficacy and ability
to respond to workplace incivility after exposure to the intervention. Prior to exposure, only 13
out of 110 students stated they felt very confident they could respond to incivility effectively
(Palumbo, 2018). After the intervention, 60 students responded they felt very confident they
could respond to incivility. Repeated exposure to incivility in the clinical work environment led
some nursing students to conclude that nursing was a “bitchy profession” or that they needed to
“develop a thick skin” (Curtis et al., 2007). In a grounded theory study conducted by Thomas et
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al. (2015), the researchers found that nursing students go through three psychological stages
when exposed to incivility. In the first stage, students became disillusioned with the nursing
profession. In the second stage, students used healthcare team members to find learning
opportunities. In the last stage, students learned how to deal with the reality of incivility in
clinical practice. In both the Curtis et al., (2007) and Thomas et al. (2015) studies, nursing
students accepted workplace incivility as part of the clinical work environment.
Organizational antecedents included workplace climate, codes of conduct, institutional
policies on reporting of workplace incivility, and leadership’s attitude towards workplace
incivility. The acceptance or rejection of uncivil behaviors sets the tone or climate in the clinical
work environment (Ostrofsky, 2012). In a survey that included open-ended questions, nursing
students reported a “pecking order” and an “us versus them mentality” in the clinical units they
were assigned to (Curtis et al., 2007). Seventy-two percent of students surveyed by Longo
(2007) believed in the statement that “nurses eat their young.”
Effective January 2009, all hospitals accredited by the Joint Commission (2008) were
required to implement a code of conduct against disruptive behaviors that included workplace
incivility. In addition to implementing a code of conduct, Joint Commission required leaders in
healthcare organizations to develop a system to address said behavior. Yet, the development and
implementation of a code of conduct and reporting system only applies to employees and does
not provide protection, nor a reporting mechanism related to nursing students. Most nursing
students surveyed did not report workplace incivility (Birks et al., 2017; Budden et al., 2017;
Longo, 2007; Tee et al., 2016). Nursing students’ reasons for not reporting workplace incivility
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perpetrated by nurses in the clinical work environment included not knowing who or where to
report said behavior to, fear of retaliation, or perception that nothing would be done (Birks et al.
2017; Budden et al., 2017). The small minority of nursing students that reported workplace
incivility, 10.8% stated that no action was taken, 5% indicated that the issue was not resolved to
their satisfaction, and 7.5% declared that the issue was resolved to their satisfaction (Tee et al.,
2016). None of the studies examined referred to institutional policies in the hospital or academic
setting that addressed workplace incivility between nurses and nursing students. This oversight
may explain why nurses were the number one perpetrators of workplace incivility against
nursing students in the clinical work environment (Budden et al., 2017; Curtis et al., 2007; Tee et
al., 2016).
Regardless of the code of conduct and institutional policies, nurse leaders are responsible
for creating and maintaining a healthy work environment (Clark, 2016). When leaders engage
with nurses, they set the tone in the clinical work environment (Campana & Hammond, 2015).
Academic and organizational leaders must not only talk about civility, but they must model said
behavior, as well as handle violations to the code of conduct in a timely manner if they are to
deter workplace incivility (Ostrofsky, 2012).

Consequences
Nursing students exposed to workplace incivility in the clinical work environment were
associated with negative impacts to their psychological state, learning experience, and short and
long-term plans. In terms of their psychological states, nursing students reported feeling
disappointed, humiliated, emotional exhaustion, depression, and embarrassment (Anthony &
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Yastik, 2011; Babenko-Mould & Laschinger, 2014; Budden et al., 2017; Tee et al., 2016;
Thomas & Burk, 2009). Incivility not only affected the students’ psychological state but also
negatively impacted their learning. Students reported being denied learning experiences, not
asking questions, avoiding nurses that had been uncivil to them, and calling-in absent to avoid
further exposure to workplace incivility (Anthony & Yastik, 2011; Birks et al., 2017; Budden et
al., 2017; Tee et al., 2016; Thomas & Burk, 2009; Thomas et al., 2015). Due to their experience
with workplace incivility, some students considered leaving nursing school (Budden et al., 2017;
Clarke et al., 2012; Tee et al., 2016). A significant association was found between incivility and
intentions to leave the nursing program. Over 76% of the 674 students (p < 0.001) surveyed by
Clarke et al. (2012) had considered leaving the nursing program. In a study by Tee et al. (2016),
19.8% participants exposed to incivility occasionally considered leaving nursing, while an
additional 10% and 8.8% respectively considered leaving the nursing profession sometime or
often. In a cross-sectional survey of 888 nursing students, 50.2% stated that incivility made them
consider leaving the nursing profession (Budden et al., 2017). These studies indicated the
negative impact of incivility to nursing’s future generation.

Workplace Incivility: Interventions
Although numerous studies have examined workplace incivility between nurses and
nursing students in the clinical work environment, these studies have mainly focused on sources,
types, level of exposure to workplace incivility, or negative consequences of said phenomenon to
nursing students (Anthony & Yastik, 2011; Babenko-Mould & Laschinger, 2014; Birks et al.,
2017; Budden et al., 2017; Clarke et al., 2012; Tee et al., 2016; Thomas & Burk, 2009; Thomas
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et al., 2015). The current nursing literature on workplace incivility between nurses and nursing
students has primarily raised awareness of the problem. Organizational policies and the Joint
Commission’s (2008) Zero Tolerance policy on disruptive behaviors only applies to employees
not nursing students. Workplace incivility related to nursing students has led some academic
institutions to incorporate interventions into their curriculum to help nursing students address
incivility in the clinical work environment. These interventions can be divided into three
categories: cognitive rehearsal, self-efficacy, and cognitive rehearsal and self-efficacy.

Cognitive Rehearsal and Workplace Incivility
Cognitive rehearsal is a technique used in behavioral science to help individuals discuss
and rehearse effective ways to deal with problems or social situations (Griffin & Clark, 2014).
Its goal is to decrease anxiety, increase confidence, and improve impulse control by rehearsing
effective ways to address adverse situations such as incivility (Northam, 2000).
In an exploratory study, 26 newly licensed nurses hired by an acute care hospital in
Boston, Massachusetts participated in a cognitive rehearsal intervention (Griffin, 2004). During
the first week of general orientation to the hospital, the newly hired nurses took part in a onehour didactic lecture that defined lateral violence and its impact on nursing practice. A second
hour of interactive instruction included training on how to use cognitive rehearsal and how to
respond to the top 10 forms of lateral violence. One year after the cognitive rehearsal training,
13 of the 26 newly hired nurses participated in a focus group. The focus group participants were
asked, “Did you respond to the lateral violence when it happened?” (p. 261). All 13 participants
responded that they had confronted the instigator of lateral violence. In addition, all the
29

participants stated that during their confrontations they used the responses they had learned from
the top 10 forms of lateral violence. Griffin’s cognitive rehearsal intervention may be effective
for used with nursing students since the nurses in this study were newly licensed and had not yet
practiced as professional nurses.
Seventy-eight nursing students (i.e., seniors (n = 20) and sophomores (n = 58) took part
in a civility program that utilized cognitive rehearsal training modules and problem-based
learning scenarios to help them address uncivil behavior (Roberts et al., 2018). Two
instructional strategies were used in the cognitive rehearsal trainings. The first instructional
strategy used a nursing incivility expert while the other used nursing student peers as trainers.
Both cognitive training sessions included a one-hour interactive session where students used cue
cards that contained different types of incivility experienced in the clinical work environment
and suggested responses. Two surveys based on the Kirkpatrick Model were administered to
assess the effectiveness of the two instruction methods: nursing incivility expert and peer
training. The first survey contained six statements that assessed Levels 1 and 2 of the
Kirkpatrick Model (i.e., Level 1 - reaction to training and Level 2 - what participants learned) on
a 5-point Likert scale ranging from 1 (strongly disagree) to 5 (strongly agree). The first survey
was administered after the nursing incivility expert-led training and peer training. At the end of
the semester, the second survey was administered to both the sophomore and senior groups. The
second survey evaluated if participants had applied what they had learned in the training (i.e.,
Level 3 - behavior) and what impact participation in the training had on outcomes (i.e., Level 4 results). Both surveys used a 5-point Likert scale ranging from 1 (strongly disagree) to 5
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(strongly agree) to measure students’ agreement with items on the scale. Results indicated a
significant difference in scores for Levels 1 and 2 of the Kirkpatrick Model for sophomores who
received peer-led training (M = 27.5, SD = 3.3) versus seniors who received training by the
nursing incivility expert (M = 25.7, SD 2.0, t54 = 2.86, p = .006). Independent samples t-test
results for Levels 3 and 4 of the Kirkpatrick Model between the peer-led group (M = 20.6, SD =
3.3) and nursing incivility expert (M = 19.5, SD = 3.4) indicated no significant differences in
scores (t77 = 1.43, p = .158). The disparity in sample size between sophomores (Level 1 & 2 [n =
58] and Level 3 & 4 [n=42]) and seniors (Level 1 & 2 [n=20] and Level 3 & 4 [n=31]) may
have impacted the study’s findings.
Clark (2019) combined cognitive rehearsal, simulation, and evidence-based scripting to
address incivility. The author used a five-step cognitive rehearsal technique to help nursing
students address uncivil acts experienced in the classroom and clinical work environment. The
five steps included: 1) pre-briefing and preparatory reading (i.e., ANA’s Code of Ethics), 2)
identifying and describing uncivil scenarios used in a simulation (i.e., using “I” messaging and
the Caring Feedback Model), 3) using evidence-based strategies in role-playing scenarios (i.e.,
TeamSTEPPS’ CUS and DESC), 4) using deliberate practice to reinforce learning and rehearse
responses to uncivil acts, and 5) debriefing students on simulated scenarios of uncivil scenarios.
Nursing students who participated in cognitive rehearsal training identified several benefits
including learning to speak up in adverse encounters, communicating successfully and
advocating for patients. However, the study did not provide any descriptive statistics on student
outcomes nor demographics of the sample.

31

Self-efficacy
Nurse educators play a critical role in constructing a positive learning environment that
fosters positive professional identities (Del Prato, 2013). A phenomenological research design
was used to examine nursing students’ (N=13) lived experiences of faculty incivility and the
impact on their professional socialization. Findings indicated that students were exposed to
faculty incivility that included verbal abuse, demeaning experiences, and unrealistic
expectations. In one case, a student stated, “Once I hit week two and realized that no matter
what I did, if I did it right or wrong, it was gonna be wrong, I kind of threw in the towel and gave
up” (p. 288). This made the student feel “beneath dirt” and incapable of becoming a nurse. In
another case, a student reported a clinical instructor yelled at them after giving their first
injection, “You didn’t do it right!” (p. 288). In another incident, a nursing instructor pulled a
clinical group off the unit and told students they were unprepared and unsafe. This resulted in
students feeling “nervous.” This constant negative feedback from faculty led one student to
state, “I’m not sure what background preparation is for instructors, if teaching classes are
required…Positive feedback, as opposed to constantly negative feedback is good, not just
criticism” (p. 288). The lived experiences of these nursing students indicated that faculty
incivility had a negative impact on students’ self-efficacy and clinical experience.
Junior and senior nursing students (N=110) took part in an e-learning module that
focused on interventions to combat incivility (Palumbo, 2018). The module consisted of
voiceover slides, video scenarios, and embedded quizzes to help students recognize uncivil
behavior they may encounter in school and the clinical work environment. Students’ selfefficacy was measured pre- and post-intervention. Study participants were asked, “When faced
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with academic incivility how confident are you that you can respond appropriately and
confidently?”, all 110 participants in the study stated they felt “very confident or confident” on
the posttest versus only 71 students on the pretest (p. 145). The results of this study are
promising but further use of the e-learning modules by other academic institutions is needed to
determine reliability and significance of results.
Due to their lack of knowledge, skills, and experience, nursing students are vulnerable to
interpersonal conflict (i.e., bullying, aggressive behaviors, incivility, and power games) in the
clinical work environment (Pines et al., 2012). Pines and colleagues examined the relationship
between stress resiliency, psychological empowerment, selected demographic characteristics
(i.e., age, ethnicity, semester in school), and conflict management styles of nursing students. The
researchers surveyed nursing students (N=166) using three separate instruments: Conflict Mode
Instrument (i.e., assertiveness and cooperativeness), Stress Resiliency Profile (i.e., deficiency
focusing, necessitating, low skill recognition), and Psychological Empowerment Instrument (i.e.,
meaning, competence/self-efficacy, self-determination, impact). The Cronbach’s alphas for the
three instruments listed were as follows: Conflict Mode Instrument or CMI (subscales:
Competition [α = .87], Accommodation [α = .73], Avoidance [α = .69], Collaboration [α = .84],
Compromise [α = .76]), Stress Resiliency Profile or SRP (subscales: Deficiency [α = .84],
Necessitating [α = .70], Skill Recognition [α = .78]), and Psychological Empowerment
Instrument or PEI (subscales: Competence [α = .70], Meaning [α=.83], Self-Determination
[α=.77], Impact [α=.81]). Students that scored high in all four of the PEI subscales were
associated with high scores on the SRP skill recognition subscale indicating more resilience (p <
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.01). High scores on all the PEI’s subscales were also associated with predisposition to stress (p
< .01). Students who scored low on the SRP’s deficiency focusing subscale had significantly
higher scores on the PEI’s competence and impact subscales (p < .05). Forty percent of students
(n=66) experienced conflict in the clinical work environment. A multiple regression analysis
was undertaken to examine the relationship between age, semester in nursing school, ethnicity,
and scores on the CMI’s subscales (i.e., collaborating, avoiding, competing, accommodating, and
compromising). All three demographic characteristics were statistically significant: older
students had higher scores on the collaborating subscale (β = .07, p < .05), semester in nursing
school was inversely related to scores on the avoiding subscale (β = -.23, p < .05), and African
American students had higher scores on the competing subscale than Caucasians (β = 2.04, p <
.05). More male students reported experiencing conflict versus female participants (x2 = 4.5; df=
1, p < .03). Results indicated that students with higher scores in stress resiliency and
empowerment were more resilient to conflict experienced in the work environment.

Cognitive Rehearsal and Self-efficacy
Sidhu and Park (2018) conducted a literature review (N = 61) to identify and synthesize
key concepts to increase nursing students’ competence and skill in addressing uncivil behavior in
the clinical work environment. Eight concepts were identified in the literature (i.e.,
empowerment, self-efficacy, awareness of self, awareness about bullying/incivility, support,
communication, collaboration, socialization) that can be used to update current nursing
curriculum and improve students’ experiences with bullying/incivility. Findings indicated that
empowerment is a critical component in addressing bullying/incivility.
34

Thirteen articles discussed the use of empowerment as an educational intervention or
strategy including cognitive rehearsal (Sidhu & Park, 2018). The articles suggested that
cognitive rehearsal empowers students by increasing a student’s self-efficacy and teaching
students how to manage difficult situations such as bullying. Other interventions that
empowered students included assertiveness training and shared decision-models. Assertiveness
training taught students how to control negative social interactions while shared decision-making
intervention sought to lower the power differentials between educators and students. In addition
to interventions, the study found that faculty members could encourage students to adopt positive
behaviors through role-modeling and socialization. Positive role modeling and the establishment
of meaningful relationships between students and faculty were associated with the empowerment
of students. At the structural or systems level, exposure to bullying in nursing through problembased learning scenarios led to positive feedback from students. Specifically, students
“…appreciated that instructors were transparent about the realities they would face as new
graduates” (p. 173). The review found that empowerment, self-efficacy, awareness about
bullying, socialization were key concepts that academic institutions should implement in their
nursing curriculum to change students’ experiences regarding incivility.
In a longitudinal study, 129 senior baccalaureate nursing students participated in a study
to determine the impact of a cognitive rehearsal intervention on self-efficacy and response to
incivility in the clinical work environment (Sanner-Stiehr, 2018). Data collection took place
prior to, immediately after, and three months following the intervention using the Self-Efficacy
to Respond to Disruptive Behaviors (SERDB) scale, a 10-point Likert scale that measured
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students’ self-efficacy and its dimensions of affect, knowledge, previous behavioral engagement,
and motivation to respond to disruptive behaviors in the nursing workforce. The cognitive
rehearsal intervention used in the study consisted of five steps: 1) participants received face-to
face education on incivility and its negative consequences, 2) facilitators role-modeled effective
and ineffective response techniques to incivility, 3) students were encouraged to create their own
responses to uncivil scenarios, 4) students were provided feedback, and 5) a debriefing that
allowed students to share their thoughts about the experience. Comparison of pre- and postintervention measures indicated a significant increase in all measures including overall selfefficacy in stressful situations (pretest mean = 5.2 versus posttest mean = 6.9, t = -9.90, p =
.000), knowing how to respond effectively (pretest mean = 5.4 versus posttest mean = 7.8, t = 12.60, p = .000), and confidence to respond effectively (pretest mean = 5.7 versus posttest mean
= 7.3, t = -10.88, p = .000). Three months after the intervention, measures of overall selfefficacy in a stressful situational context remained significant (posttest mean = 6.9, versus 3month follow-up mean = 6.0, t = 3.97, p = .000). Furthermore, confidence to respond effectively
remained significantly higher than pretest scores at 3-month follow-up (posttest mean = 7.3
versus 3-month follow-up mean = 6.7, t = 2.71, p = .008). Limitations of the study included a
homogenous sample that lacked diversity in ethnicity, race, gender, and geographic location that
impacted generalizability of the findings to other populations. Moreover, there were no
comparison groups to control for changes due to passage of time and job experience/maturity.
Sanner-Stiehr and Ward-Smith (2015) examined the effect of a cognitive rehearsal
intervention on baccalaureate nursing students’ self-efficacy and response to lateral
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violence/incivility. A total of 88 nursing students were recruited and randomly assigned to two
groups: control (n = 47) and intervention (n = 41). Students in the intervention group received a
one-hour cognitive-behavioral training session that consisted of five steps: 1) education, 2)
demonstration, 3) rehearsal, 4) feedback, and 5) debriefing/discussion. The control group
received a one-hour class on stress reduction. The cognitive rehearsal training taught students
how to respond to uncivil behavior. Data collection took place before, immediately following,
and three months after the intervention. Data was collected using the revised Scale to Address
Disruptive Physician Behavior (SADBS-R). The SADBS-R scale is a 10-item instrument that
asked participants to rate their self-efficacy in response to 10 prevalent lateral violence behaviors
including verbal abuses, non-verbal innuendo, gossiping, scapegoating, undermining, refusal to
help, sabotage, failure to respect privacy, broken confidences, and withholding information
needed to perform one’s job. For the intervention group, paired t-test results indicated a
statistically significant increase between pre- and posttest responses for all 10 items on the
SADBS-R (p =.000). Three months after exposure to the intervention, there was no significant
difference (p=.790) on any of the items on the instrument. The paired t-test for the control group
indicated no statistical difference between pre- and posttest scores, pretest and follow-up scores,
and posttest and follow-up scores. The absence of change in the control group supported the
effectiveness of the cognitive rehearsal intervention.

Significance
For almost 35 years, researchers have examined the effects of workplace incivility on
nursing students. Most of the research has focused on qualitative studies that have examined the
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types, frequencies, and consequences of workplace incivility on nursing student’s emotional state
and learning experience (Anthony & Yastik, 2011; Curtis et al., 2007; Del Prato, 2013; Thomas
& Burk, 2009; Thomas et al., 2015). Until the last five years, interventions to help students
respond and manage said phenomenon have received little attention in the literature (Clark,
2019; Palumbo, 2018; Roberts et al., 2018; Sanner-Stiehr, 2018; Sanner-Stiehr & Ward-Smith,
2015). The lack of interventions may be due to concept confusion (Lynnette et al., 2016).
Current nursing studies use incivility interchangeably with related topics including workplace
bullying, horizontal and lateral violence, and vertical violence (Anthony & Yastik, 2011; Birks et
al., 2017; Budden et al., 2017; Clark et al., 2012; Curtis et al., 2007; Tee et al., 2016; Thomas &
Burk, 2009). This impacts how workplace incivility is operationalized and measured.
While incivility is a popular topic in the nursing literature, self-efficacy and cognitive
rehearsal were almost non-existent. Studies on incivility and self-efficacy revealed that faculty
incivility, empowerment, resiliency, and e-learning modules all impacted nursing students’ selfefficacy (Palumbo, 2018). Faculty incivility negatively impacted professional formation and
socialization of students by obstructing learning, confidence, self-esteem, and self-efficacy.
Students that felt empowered scored higher in resilience than students with low scores. Elearning modules using professional standards set by the Joint Commission and the American
Nurses Association’s Code of Ethics were embedded in voice-over slides, video scenarios, and
quizzes to help students recognize and respond to incivility they may encounter in school and in
the clinical work environment. Most of the research on cognitive rehearsal consisted of a fivestep process: education, demonstration, rehearsal, feedback, and debriefing/discussion (Clark,
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2019; Sanner-Stiehr, 2018; Sanner-Stiehr & Ward-Smith, 2015). In the education phase,
students learned about incivility and its negative consequences. During the demonstration phase,
an expert facilitator or peer model demonstrated effective responses to incivility. According to
Resnick’s (2008) self-efficacy theory, the most effective facilitators are those that look like the
study’s population. In the third step, students practiced how to respond to uncivil behavior.
During the fourth step, students receive feedback on their performance. The last step consisted
of a debriefing or discussion of steps one through four. Students that participated in cognitive
rehearsal training reported an increase in overall self-efficacy and ability to respond to incivility.
Current studies on workplace incivility, cognitive rehearsal, and self-efficacy lack rigor.
In three of the studies reviewed, nursing students practiced how to respond to workplace
incivility in the clinical work environment but did not measure actual use of the cognitive
rehearsal intervention (Clark, 2019; Sanner-Stiehr, 2018; Sanner-Stiehr & Ward-Smith, 2015).
Only one study analyzed any correlations between cognitive rehearsal and self-efficacy (SannerStiehr & Ward-Smith, 2015). In terms of demographics, some studies provided descriptive
statistics on sample population’s age, gender, marital status, sexual orientation, educational level,
and ethnicity/race (Del Prato, 2013; Pines et al., 2012; Sanner-Stiehr, 2018; Sanner-Stiehr &
Ward-Smith, 2015).
Based on the gaps uncovered in the literature, the purpose of this study was to measure
the effects of a cognitive rehearsal intervention on nursing student’s self-efficacy levels and
workplace incivility reported. First, this study compared pre- and post-intervention scores to
determine if cognitive rehearsal was effective in increasing students’ self-efficacy levels and
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decreasing workplace incivility experienced in the clinical work environment. Second, it
examined possible relationships between demographic variables (i.e., age, gender, race/ethnicity)
and level of workplace incivility experienced in the clinical work environment. Next, it assessed
if students’ self-efficacy levels were indirectly associated with workplace incivility. Finally, this
study measured the actual use of the cognitive rehearsal intervention.
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CHAPTER 3: METHODOLOGY
The purpose of this quasi-experimental, one group pretest-posttest study was to assess the
effect of cognitive rehearsal on nursing students’ self-efficacy and level of exposure to
workplace incivility experienced in the clinical work environment.

Specific Aims and Hypotheses
Aim 1: Determine the differences between pretest and posttest scores on self-efficacy
after exposure to the cognitive rehearsal intervention on baccalaureate nursing students’ selfefficacy levels as measured by the General Self-Efficacy scale while controlling for
race/ethnicity.
H01: There would be no difference between the pretest and posttest scores of
baccalaureate nursing students’ self-efficacy level.
HA1: Scores on self-efficacy would be significantly higher on posttest than on pretest
among baccalaureate nursing students.
Aim 2: Determine the differences between pretest and posttest scores on workplace
incivility after exposure to the cognitive rehearsal intervention on baccalaureate nursing
students’ experiences with incivility in the clinical work environment as measured by the Uncivil
Behavior in Clinical Education scale while controlling for race/ethnicity.
H02: There would be no difference between the pretest and posttest scores of
baccalaureate nursing student’s workplace incivility experienced in the clinical work
environment.
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HA2: Scores on workplace incivility would significantly decrease from pre to posttest
among baccalaureate nursing students.
Aim 3: Determine baccalaureate nursing students use of cognitive rehearsal in response
to workplace incivility in the clinical work environment as measured by Level 3 of the
Kirkpatrick Model using the Centers for Disease Control and Prevention’s (2019) Recommended
Questions for Delayed Evaluation.
H03: Baccalaureate nursing students would report not using cognitive rehearsal when
responding to workplace incivility in the clinical work environment as measured by Level 3 of
the Kirkpatrick Model using the Centers for Disease Control and Prevention’s (2019)
Recommended Questions for Delayed Evaluation.
HA3: Scores on the Centers for Disease Control and Prevention’s (2019) Recommended
Questions for Delayed Evaluation as measured by Level 3 of the Kirkpatrick Model would
indicate use of the cognitive rehearsal intervention by a majority of the nursing students.
Aim 4: Determine if baccalaureate nursing student’s self-efficacy level as measured by
the General Self-Efficacy scale before exposure to the cognitive rehearsal intervention would be
indirectly associated with workplace incivility reported in the clinical work environment.
H04: There would be no relationship between self-efficacy scores of baccalaureate
nursing students and workplace incivility reported in the clinical work environment.
HA4: Baccalaureate nursing students self-efficacy scores would be indirectly associated
with levels of workplace incivility in the clinical work environment such that higher scores in
self-efficacy will be associated with lower levels of workplace incivility.
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Research Design
Quantitative research uses a set of systematic and formal procedures to acquire
knowledge about a phenomenon found in the real world (Polit & Beck, 2020). The purpose of
quantitative research is to test hypotheses, examine cause and effect, and make predictions
(Apuke, 2017). In this study, the principal investigator (PI) examined the relationship between
the independent variable, cognitive rehearsal and the dependent variables, workplace incivility
and self-efficacy in the population of interest, baccalaureate nursing students.

Pretest-Posttest Design
This study used a pretest-posttest quasi-experimental design. Quasi-experiments involve
an intervention but lack randomization of the sample population and sometimes a control group
(Polit & Beck, 2020). Studies that use a control condition are considered the gold standard in
experimental research. The objective of the control condition is to serve as a counterfactual,
which is what would have happened to the same group of study participants exposed to the
causal/intervention (i.e., independent variable) if they were not exposed to the causal factor. The
effect is the difference between what happened to the participant because of exposure to the
intervention and what would have happened to the participant without exposure. In nursing,
possible counterfactuals include standards of care, different doses or intensities of treatment, a
placebo, an alternative intervention, or a wait-list control group. This study used an educational
intervention that was not medical in nature. For this reason, standards of care, different doses,
and placebos were eliminated from consideration. The pros and cons of using an alternative
intervention or a wait-list control group were considered. Due to the lack of alternative
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interventions in the literature, small student population at the research site, and the negative
impact of workplace incivility on nursing students’ psychological and emotional state, it was
deemed unethical to not expose all students to the intervention. In lieu of a counterfactual, this
study used one survey (i.e., post exposure to intervention) developed by the Centers for Disease
Control and Prevention (2019) to evaluate the effectiveness of the cognitive rehearsal
intervention.
Pretest-posttest design studies involve three steps: pretest, intervention, and posttest.
Data was collected at three fixed points: pre-intervention, immediately after exposure to the
educational intervention, and four weeks post-exposure.

Subjects and Sampling
Subjects
This study recruited multi-cultural senior nursing students from a university in the
southeast USA using convenience sampling. This four-year baccalaureate program introduces
nursing students to clinical rotations in their junior year. In the final year, senior nursing
students participate in six different types of clinical experiences ranging from advanced medicalsurgical nursing to professional role transition. From 2017 to 2020, the average senior class at
the research site ranged from 60 to 72 students.

Inclusion and Exclusion Criteria
To ensure that subjects represented the target population of the study, potential
participants were selected using inclusion and exclusion criteria. The inclusion criteria consisted
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of (1) participants that were 18 years or older, (2) students classified as a fourth or fifth semester
senior in the selected baccalaureate nursing program, and (3) students enrolled in a clinical
rotation in a hospital setting. The exclusion criteria included (1) graduate nursing students, and
(2) pre- nursing students.

Power Analysis and Sample Size
The appropriateness of the sample size for any study can be determined by the level of
significance, power of the study, effect size, and the rate of occurrence of the event rate in the
population. Other factors such as the expected drop-out rate, and design of the study can also
influence the final sample size. Therefore, in addition to using conventional standards to
estimate effect size, this study used available evidence from prior studies to guide decisions
relating to sample size determination.
Sanner-Stiehr (2018) and Sanner-Stiehr and Ward-Smith (2015) used cognitive rehearsal
as an intervention with a population of nursing students. Both studies used a priori power
analysis with a power of .80 and an effect size of .25 and .35 to determine sample size. Findings
for both studies indicated a statistically significant relationship between cognitive rehearsal and
self-efficacy. This study used Sanner-Stiehr (2018) and Sanner-Stiehr and Ward-Smith’s (2015)
research to estimate a sample size using a moderate effect size of .40, power of .80, and an α of
.05.
A priori power analysis was conducted with G*Power 3.1 to determine the minimum
sample size needed to detect a significant difference between the independent and dependent
variables. A difference between two dependent means (matched pairs) model was executed
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using a moderate effect size (d) of .40, power (1-β) =.80, and an alpha (α) =.05 for a one-tailed
test. The findings indicated an estimated sample size of 41 participants (see Appendix A). To
recruit the appropriate sample size, this study also took into consideration response rates of
nursing students that participated in studies using online surveys. Sanner-Stiehr (2018)
conducted a pre- and posttest study to assess undergraduate nursing students’ response to
disruptive behaviors in nursing and reported a response rate of 100% and 84.4%, respectively.
Hunter (2012) examined factors that affected graduate students’ response to online surveys.
Hunter and Saleh and Bista (2017) concluded that high response rates were associated with
relevance of topic to the sample, academic surveys, and whether the research was conducted by
someone known to the participants.
Assuming an estimated 25% nonresponse rate for this study would yield a recommended
sample size of 51 nursing students from a cohort with a projected enrollment of 64 students for
the Spring term. Therefore, this study attempted to recruit all senior nursing students that met
the inclusion criteria.

Recruitment of Subjects
On Week 5 of the academic term, the principal investigator (PI) obtained a census of all
senior nursing students (i.e., names and email addresses) from the research site and was invited
to give a small presentation on the study at the end of two separate classes via WebEx to the
target population. During the initial contact via class presentation and email, senior nursing
students received an Explanation of Research that included the purpose of the study, eligibility
requirements, benefits, risks, time commitment, confidentiality, compensation, withdrawing from
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the study, contact information of primary researcher, institutional review boards (IRBs), and
dissertation chair (see Appendix B). To increase survey response rate, the PI implemented the
following: a pre-intervention recruitment email with information on the study, an email
immediately following the intervention plus a reminder, an email and reminder four weeks after
exposure to the intervention, and monetary compensation (i.e., $15 Amazon eGift Certificate)
after completion of all three surveys. Due to COVID-19, all Spring term courses were offered
online either synchronous or asynchronous. Therefore, flyers created to advertise the study were
not placed on campus (see Appendix C).
The study’s instrument was placed in Qualtrics®, a password protected, online survey
platform, offered through the University of Central Florida’s (n.d.) Information and Technology
Department. Each individual survey took less than 15 minutes to complete (see Appendix D).
The cognitive rehearsal educational program was offered twice to senior nursing students via the
WebEx platform. This study targeted 64 senior nursing students who were fourth and fifth
semester student in a baccalaureate program.

Ethical Consideration
Approval
Before commencing this study, the principal investigator (PI), a PhD student from the
University of Central Florida’s (UCF) College of Nursing obtained approval from the
Institutional Review Board (IRB) at the University of Central Florida and then from the study
site, a university in the southeast USA (Appendix E). After receiving IRB approval from UCF
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and the university (i.e., study site), the PI requested and received approval from the study site’s
college of nursing to conduct the study using their fourth and fifth semester students (see
Appendix E).

Protection of Human Subjects
Participation in this study was completely voluntary (University of Central Florida
[UCF], 2020). Students were free to withdraw their consent and discontinue participation in this
study at any time without prejudice or penalty. A student’s decision to participate or not
participate in this study did not affect their continued enrollment, grades, employment, or
relationship with the university or principal investigator of this study. Students were given the
option to participate in the cognitive rehearsal educational program and not take part in this
study. Students who had questions, concerns, complaints, or thought that the research had hurt
them, could contact the study’s principal investigator or faculty advisor via email, the private
university and UCF’s Institutional Review Board via email or office phone number. Students
could also withdraw from the study by closing their web browser before they submitted their
survey.

Potential Benefits
This study did not promise any benefits to students for taking part in this research.
However, possible benefits included providing senior nursing students strategies to handle
workplace incivility in the clinical work environment (Clark, 2019; Roberts et al., 2018; SannerSmith, 2018; Sanner-Stiehr & Ward-Smith, 2015). Data collected from participants may
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contribute to the knowledge on the effects of cognitive rehearsal intervention on multi-cultural
baccalaureate nursing students’ self-efficacy and workplace incivility experienced in the clinical
work environment.

Potential Risks
The risks to participation in this study were minimal and did not exceed the risks
associated with activities found in daily life.

Confidentiality
Efforts were made to limit the use and disclosure of students’ personal information to
people who needed to review this information (UCF, 2020). Only officials from the Institutional
Review Boards (IRBs) at the University of Central Florida and the study site were able to inspect
and copy student information as well as other representatives of these organizations. The
information shared by students was kept confidential and only used for research purposes (UCF,
2020). All information was protected as required by both IRBs which oversaw this study. No
names were included in any presentation or publication of the study’s findings. Data collected
from this study may be used in future studies. These future studies may be like this study or
completely different. For future studies, the principal investigator (PI) will not ask for additional
consent to use the de-identified data.
To protect students’ confidentiality, a unique study identifier consisting of random letters
and numbers were used to match and analyze a total of three surveys at both pretest and posttest,
and to distribute monetary compensation to participants who completed the study. The unique
49

study identifiers were stored separately from the data collected. All data collected was stored
electronically. Electronic data was stored on a Microsoft’s OneDrive account and a password
encrypted laptop. After completion of the study, all the hard data was stored at the PI’s home
office in a secured and locked cabinet for a period of five years. After the five years, the PI will
delete all electronic files from the laptop’s hard drive and OneDrive account.

Compensation
Students who consented to take part in this research study were compensated for their
time and effort with a $15 Amazon eGift Certificate after they completed all three surveys before
the end of the academic term that the study took place. The $15 Amazon eGift Certificate were
delivered to participants via their university email address.

Consent
Per the private university’s IRB guidelines, a student’s submission of a survey(s)
indicated consent to participate in the study.

Variables
This study evaluated the effect of a cognitive rehearsal intervention (i.e., the Agency for
Healthcare Research and Quality’s [2019; AHRQ] TeamSTEPPS® DESC script) on nursing
students’ self-efficacy levels and workplace incivility experienced in the clinical work
environment (see Figure 2). In experimental studies, independent variables are considered the
presumed cause while dependent variables are the presumed effect (Polit & Beck, 2020). In this
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study, the dependent variables were workplace incivility and self-efficacy while the independent
variable, cognitive rehearsal (i.e., TeamSTEPPS® (2019) DESC script) was the intervention
nursing students were exposed to during an online educational program. The covariates
consisted of age, gender, and ethnicity/race.
Figure 2
Relationship Between Reciprocal Determinism and Study’s Variables

Instruments of Measurement
A total of four instruments were used in this study (see Appendix F). Table 3 presents
the variables, operational definitions and instruments used. Two of the instruments were tested
and developed by experts in the field of incivility and self-efficacy, the Uncivil Behavior in
Clinical Nursing Education (UBCNE) scale measured workplace incivility experienced by
nursing students in the clinical work environment, and the General-Self-Efficacy (GSE) scale
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measured nursing students perceived self-efficacy (Anthony et al., 2014; Schwarzer &
Jerusalem, 1981). A demographic survey developed by the primary investigator measured
student’s self-reported age, gender, and ethnicity/race. Finally, the Centers for Disease Control
and Prevention’s (CDC; 2019) Recommended Training Effectiveness Questions for Postcourse
Evaluations: User Guide was utilized to evaluate the effectiveness of the study’s cognitive
rehearsal intervention/educational program, the AHRQ’s (2019) TeamSTEPPS® DESC script.
The CDC’s (2019) User Guide includes questions that range from rate your knowledge of the
course topic before the course, will you use what you learned in this course in your work, to what
extent have you used what you learned in this course in your work, and what factors helped you
use the content of the course in your work?
Table 3
Table of Instruments
Study Variable
Independent Variable
Cognitive rehearsal

Operational Definition

Instrument

Self-reported learning outcome

Recommended Questions for Delayed
Evaluation (Centers for Disease
Control & Prevention, [CDC], 2019)

Self-reported learning outcome
Incivility experienced by students
during nursing education is
defined as rude and disruptive
behaviors

Uncivil Behavior in Clinical Nursing
(UBCNE) scale (Anthony et al., 2014)

An individual’s perceived selfefficacy and coping with life
stressful events

General Self-Efficacy (GSE) scale
(Schwarzer & Jerusalem, 1981)

Demographic Data
Age

Self-reported age of subjects

Demographic survey

Gender: Male, female,
other

Self-reported gender identification
of subjects

Demographic survey

Dependent Variables
Workplace Incivility

Self-Efficacy
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Study Variable

Operational Definition

Instrument

Ethnicity/Race: White,
not of Hispanic origin,
Black, not of Hispanic
origin, Hispanic,
American Indian, or
Alaskan Native, Asian
or Pacific Islander

Self-reported ethnicity/race
identification of subjects

Demographic survey

Demographic Survey
The survey was developed by the primary investigator with the intent to collect
participant’s demographic information. Participant’s age, gender, and ethnicity/race were
collected and analyzed to determine characteristics of the population and any potential
correlation with the study’s dependent variables: workplace incivility and self-efficacy.

Workplace Incivility
Currently, there is a lack of psychometric instruments in the nursing literature regarding
incivility experienced by nursing students in the clinical work environment. In fact, only one
instrument was identified in the literature: Uncivil Behavior in Clinical Nursing Education
(UBCNE; Anthony et al, 2014). Although the UBCNE tool was developed in the United States,
it has been modified and used in studies conducted in South Korea, China, and Iran (Hong et al.,
2019; Shen et al., 2020; Tehrani et al., 2019). This study used the revised UBCNE tool pre- and
post-cognitive rehearsal intervention to measure the dependent variable, workplace incivility (see
Appendix F).
The revised UBCNE tool consists of 12 items (see Table 4; Anthony et al., 2014). The
instrument measures nursing students’ experiences with incivility in the clinical work
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environment (i.e., hospital unit). Specifically, workplace incivility instigated by a nurse during
the student’s last clinical rotation. The 12-items on the revised UBCNE tool are scored using a
5-point scale ranging from 0 to 4 (0=Never, 1=Rarely, 2=Occasionally, 3= Often, 4=Very
Often). The tool consists of two subscales: hostile/mean and exclusionary behavior (see Table
4). Three types of scores can be calculated using the revised UBCNE tool: hostile/mean (i.e.,
mean score of items: 1, 2, 4, 8, 11, and 12), exclusionary (i.e., mean score of items: 3, 5, 6, 9, and
10), and total incivility score (i.e., mean of the respondent’s score across the 12 items). Higher
mean scores indicate nursing students experienced more workplace incivility instigated by nurses
in the clinical work environment.
In 2018, Ruvalcaba et al. used the revised 12-item UBCNE tool to determine if there was
a difference between English as a Second Language (ESL) and non-ESL nursing students’
perception of nurse incivility. The Cronbach’s alpha for the whole UBCNE tool was .91, for the
hostile/mean subscale .85, and for the exclusionary behavior subscale .88. In other studies,
conducted in Korea, China, and Iran, the Cronbach’s alpha for the total UBCNE scale ranged
from .88 to .93 (Hong et al., 2019; Shen et al., 2020; Tehrani et al., 2019). These findings
indicated that UBCNE was a reliable tool to measure nursing student’s level of exposure to
workplace incivility.
For the UBCNE tool, face validity was established by having 10 nursing students read the
tool. Anthony et al. (2014) used two experts on incivility in nursing education and one expert in
incivility in the workplace to examine the tool for clarity and relevance. A psychometric
instrument is said to have criterion validity if its scores correlate highly with scores on an
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external criterion (Polit & Beck, 2020). On the UBCNE instrument, Anthony et al. found a
positive correlation between nursing student’s high levels of stress and workplace incivility.
Therefore, the UBCNE instrument has criterion validity. Construct validation is linked to a
theoretical perspective about the construct in question. In the case of the UBCNE tool,
workplace incivility is operationalized using Andersson and Pearson’s (1999) definition of
workplace incivility which consists of rude and disruptive behaviors. A review of the items on
the UBCNE tool indicated that the items measured behaviors associated with workplace
incivility: hostile/mean and exclusionary. As a result, the UBCNE tool possesses construct
validity.
Table 4
Uncivil Behavior in Clinical Nursing Education (UBCNE) subscales

Hostile/Mean
Item 1 – Embarrassed you in front of others

Exclusionary Behaviors
Item 3 – Gave you an incomplete report

Item 2 – Rolled their eyes at you

Item 5 – Avoided taking report from you

Item 4 – Used an inappropriate tone when speaking to
you

Item 6 – Avoided giving you report

Item 7 – Made snide remarks about student nurses
Item 8 – Raised their voice when speaking to you

Item 9 – Did not involve you in a patient care
Decision you should have been involved in
Item 10 – Did not pass on patient information that you
should have been aware of

Item 11 – Told you were incompetent
Item 12 – Refused to help you
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General Self-Efficacy
The General Self-Efficacy scale (GSE) was used pre and post cognitive rehearsal
intervention to measure the dependent variable, self-efficacy (Schwarzer & Jerusalem, 1981).
The GSE is used to assess perceived self-efficacy in individuals who have experienced stressful
life events. The General Self-Efficacy scale is unidimensional that consists of 10 items (see
Appendix F). The GSE measures only one construct, perceived self-efficacy (Leganger et al.,
2000; Grevenstein & Bluemke, 2017; Love et al., 2012; Scholz et al., 2002). Each of the items
on the GSE refers to successful coping mechanisms that individuals may use to respond to
stressful situations. Items are scored on a 4-point scale (1=not at all true, 2=hardly true,
3=moderately true, and 4=exactly true). A mean score is used to differentiate between
individuals that have high and low self-efficacy levels (Grevenstein & Bluemke, 2017). The
GSE scale is an open access instrument, therefore permission to use from the authors is not
warranted (see Appendix F).
Unlike the UBCNE tool, which is relatively new, the General Self-Efficacy (GSE) scale’s
reliability has been established through repeated use in research studies throughout the world
(Schwarzer & Jerusalem, 1981). To date, the GSE has been used in over 1,000 studies and is
currently available in 33 languages (Bonsaksen et al., 2012; Posadzki et al., 2010; Rottman et al.,
2010; Strobel et al., 2011, Wells & Anderson, 2011). In studies conducted in 23 countries, the
GSE’s reliability has been established by evaluating the internal consistency of the tool using
Cronbach’s alpha. In these studies, the GSE’s Cronbach’s alphas ranged from .75 to .91 (Scholz
et al., 2002). The standard acceptable range of Cronbach’s alpha is .70 to .95 (Tavakol &
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Dennick, 2011). The GSE scale demonstrated stability over a two-week period with a test- retest
reliability coefficient of .85 to .84 (Ohno et al., 2017)
Face validity indicates whether an instrument “looks” like it measures a construct (Polit
& Beck, 2020). While face validity is not considered sound evidence, it is considered to boost a
tool’s validity when other types of validity have been established. For the GSE, face validity is
established by repeated use of the instrument by researchers in 25 countries (Zhou, 2016).
Content validity is concerned on how representative the test questions are of the construct being
measured. The GSE is a unidimensional tool that measure only one construct, perceived selfefficacy (Leganger et al., 2000; Love et al., 2012; Scholz et al., 2002). A psychometric
instrument is said to have criterion validity if its scores correlate highly with scores on an
external criterion (Polit & Beck, 2020). Numerous studies using the GSE tool have documented
positive correlations with favorable emotions including optimism and expected social support
(Scholz et al., 2002). Studies also indicate negative correlations with anxiety and depression
(Ohno et al., 2017; Scholz et al., 2002). The GSE instrument is a useful predictor of other
behaviors or conditions. Therefore, the GSE instrument has criterion validity. Construct validity
is concerned with how measures are operationalized (Polit & Beck, 2020). The key question
construct validity tries to answer is, “What is the instrument really measuring?” The purpose of
the GSE scale is to assess perceived self-efficacy and adaption to daily stressful events. Based
on studies conducted across the globe, the 10 items on the GSE scale measure the construct of
perceived self-efficacy (Grevenstein & Bluemke, 2017; Leganger et al., 2000; Love et al., 2012;
Ohno et al., 2017; Scholz et al., 2002)
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Cognitive Rehearsal Intervention: Evaluation
Only two of the studies reviewed directly evaluated the effect of the cognitive rehearsal
intervention on nursing students’ learning outcomes using the Kirkpatrick Model (Kirkpatrick
Partners, 2020; Roberts et al., 2018; Sanner-Stiehr, 2018). The Kirkpatrick Model consists of
four levels: Level 1: “Reaction” of the learner to the training, Level 2:” Learning” the extent that
learners acquired the intended knowledge, skills, commitment, and confidence through
participation in the training, Level 3: “Behavior” refers to the implementation of the learned
behavior in the work environment that will be measured using the Centers for Disease Control
and Prevention’s (2019) Delayed Evaluation survey, Level 4: “Results” the impact of the training
on outcomes.
The Kirkpatrick Model provides a framework to evaluate training programs but does not
include an instrument to do said assessment (Kirkpatrick Partners, 2020). However, the Centers
for Disease Control and Prevention (CDC, 2019) developed training evaluation forms that assess
the first three levels of the Kirkpatrick Model (see Table 5). The last level of the Kirkpatrick
Model, level 4: Results can be assessed by comparing pre- and post-training scores. Due to the
current study’s aim of examining the effect of a cognitive rehearsal intervention on nursing
students’ self-efficacy and response to workplace incivility, only level 3 of the Kirkpatrick
Model (i.e., behavior) was measured using the CDC’s (2019) Recommended Questions for
Delayed Evaluation.
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Recommended Questions for Delayed Evaluation: Kirkpatrick Model
The “delayed evaluation” was completed four weeks after exposure to the cognitive
rehearsal intervention/educational program and assessed Level 3 of the Kirkpatrick Model (CDC,
2019). The Centers for Disease Control and Prevention’s (2019) Delayed Evaluation form
contained four questions that focused on facilitators and barriers that nursing students may have
encountered in applying what they learned from the cognitive rehearsal educational program.
Three questions asked learners to rate on a Likert- scale to what extent they had applied what
they had learned from the course, what factors helped them use the content from the course, and
what factors kept them from using the course content (see Table 5). The remaining open-ended
question asked learners what they have used from the course. The open-ended question was not
used since the question was previously asked in a Likert-type format. The delayed evaluation
form can be used in different settings including in-person or web-based.
Table 5
CDC’s (2019) Delayed Evaluation and Kirkpatrick Model
Kirkpatrick Model – Level
Level 3 – Behavior

Level 3 - Behavior

CDC’s (2019) Recommended Question for Delayed
Evaluation
1. To what extent have you used what you learned in
this course in your work?
□ Not applicable—I did not learn anything new
from this course
□ Not at all [if selected, go to question on barriers]
□ Some [if selected, go to question on barriers]
□ A lot [if selected go to question on facilitators]
2.

What factors helped you use the content of this
course in your work? (Select all that apply)
□ I had reminders of key learning concepts or
skills
□ I had the resources I needed
□ I had opportunities to use what I learned
□ I had time to apply what I learned
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□ My clinical instructor supported me in using
what I learned
□ My colleagues supported me in using what I
learned
□ Other (please specify):
Level 3 – Behavior

3.

What factors kept you from using the content of
this course in your work? (Select all that apply)
□ I need additional training in the subject matter
□ I did not remember the course content well
enough to use it
□ I did not have the resources I needed
□ I did not have opportunities to use what I learned
□ I did not have the time to use what I learned
□ My supervisor did not support me in using what
I learned
□ My colleagues did not support me in using what
I learned
□ The course content was not relevant to my work
□ Other (please specify):

The CDC’s (2019) training evaluation forms were developed through an extensive search
of almost 150 peer-reviewed journals on training effectiveness. A focus group and three subject
matter experts were consulted to create the two current forms.
Permission to use the Uncivil Behavior in Clinical Nursing Education (2014; UBCNE)
scale was obtained from Dr. Anthony (see Appendix G). The General Self-Efficacy (GSE) scale
is an open access instrument, therefore permission to use from Schwarzer and Jerusalem (1981)
was not warranted (see Appendix G). The CDC’s (2019) Recommended Training Effectiveness
Questions for Postcourse Evaluations: User Guide is available “…for anyone interested in
designing training course evaluations that can give better predictions about learning outcomes”
(See Appendix G). Therefore, written permission to use was not required. Permission to use the

Kirkpatrick Model was obtained through the Kirkpatrick Partners (see Appendix G).
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Intervention/ Educational Program
Research using cognitive rehearsal to address workplace incivility were reviewed prior to
selection for this study. Cognitive rehearsal is a technique used by behavioral therapists and
skilled facilitators that teach individuals how to respond to stressful events by having them
rehearse similar scenarios (Clark 2019; Griffin, 2004; Sanner-Stiehr & Ward-Smith, 2015). The
use of cognitive rehearsal provides an effective strategy for addressing workplace incivility
between nursing students and nurses in the clinical work environment (Clark, 2019; Roberts et
al., 2018; Sanner-Stiehr, 2018; Sanner-Stiehr & Ward-Smith, 2015; Sidhu & Park, 2018). This
group of interventions operationalizes cognition and behaviors as constructs of self-efficacy, as
described in the social cognitive theory which provides the theoretical framework of this study
(Sanner-Stiehr, 2018; Sanner-Stiehr & Ward-Smith, 2015).
Self-efficacy determines how an individual feels, behaves, and acts (Bandura, 1994). The
literature suggests that cognitive rehearsal interventions can be used to increase students’ selfefficacy and confidence to respond to lateral violence, incivility, and other disruptive behaviors
(Clark et al., 2013; Griffin, 2004; Sanner-Stiehr & Ward-Smith, 2015). Cognitive rehearsal
teaches situational responses to workplace incivility through a series of five essential steps: 1)
education, 2) demonstration, 3) rehearsal, 4) feedback, and 5) debriefing/discussion (see Table 6;
Clark, 2019; Sanner-Stiehr & Ward-Smith, 2015).
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Table 6
Cognitive Rehearsal Intervention/Educational Program
Essential Steps in Cognitive
Rehearsal Intervention

Program Segment

Program Components

1st step – Education

Didactic lecture

Workplace incivility
 Andersson & Pearson’s
(1999) concept of
workplace incivility
 ANA’s (2015) Position
Statement on Incivility,
Bullying, and Workplace
Violence
 Purpose
 Background
 Detrimental effects
 Decreased
productivity
 Psychological
Impact
 Medication Errors
Top 10 Frequent Forms of
Workplace Incivility
Experienced by Nursing
Students:
 Public Humiliation
o Negative nonverbal behavior
o Being ridiculed
o Verbal abuse
 Incidents of Injustice
o Being ignored
o Neglected
o Unfairly
criticized
o Harshly judged
 Unfair Treatment
o Denied learning
opportunities
o Given unfair
workload
o Denied
acknowledgment
for good work
ANA’s (2015) Code of Ethics
for Nurses with Interpretive
Statements
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AHRQ’s TeamSTEPPS®
(2019) DESC script
 Let’s DESC It!
2nd step - Demonstration

Didactic lecture

Demonstration of AHRQ’s
TeamSTEPPS® DESC
script – Peer facilitator

3rd step – Rehearsal

Interactive session

Students use AHRQ’s
TeamSTEPPS® DESC script

4th Step – Feedback

Interactive session

Principal investigator and
peer facilitator provide
feedback to students

5th Step - Debriefing

Interactive session

Students encouraged to share
thoughts on the intervention

Recruitment and Training of Peer Facilitators
On weeks five through seven of the academic term, the principal investigator (PI)
recruited and trained a college graduate (i.e., Hispanic male) as a peer facilitator with similar
demographic (i.e., age and race/ethnicity) traits as the study’s participants. The PI used referrals
from current professors to recruit the peer facilitator. Previous studies have used the AHRQ’s
(2019) TeamSTEPPS® DESC script and peer facilitators as role models to help nursing students
respond to uncivil encounters (Ceravolo et al., 2012; Clark, 2019; Roberts et al., 2018; SannerStiehr, 2018; Sanner-Stiehr & Ward-Smith, 2015). The use of role models is a critical
component of Resnick’s (2008) self-efficacy theory. This study’s cognitive rehearsal
intervention/educational program was implemented using Resnick’s self-efficacy theoretical
framework. According to Resnick, an individual’s self-efficacy is based on four informational
sources: role modeling, enactive attainment or performance, verbal persuasion, and physiological
feedback. In this study, the peer facilitator and principal investigator demonstrated two of the
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top 10 frequent forms of workplace incivility experienced by nursing students in the clinical
work environment and then assisted participants in crafting their own responses using the DESC
script (see Tables 7 and 8; Agency for Healthcare Research & Quality [AHRQ], 2019; Ceravolo
et al., 2012; Clark, 2019; Roberts et al., 2018; Sanner-Stiehr, 2018; Sanner-Stiehr & WardSmith, 2015). Per Resnick, seeing similar people (i.e., peer facilitators) respond successfully to
workplace incivility may influence the participant’s self-efficacy expectation. Consequently, this
may lead study participants to respond to future workplace incivility using the DESC script.
Table 7
AHRQ’s TeamSTEPPS® (2019) DESC Script
Let’s DESC It!
D—Describe the specific situation
E—Express your concerns about the
action
S—Suggest other alternatives
C—Consequences should be stated

Cognitive Rehearsal Intervention: Step 1 - Education
Participants in this study were exposed to the cognitive rehearsal intervention during a
two-hour online, synchronous educational session divided into two segments: didactic and
interactive (see Appendix H and Table 6). Previous nursing studies have examined cognitive
rehearsal and workplace incivility (Clark, 2019; Roberts et al., 2018; Sanner-Stiehr, 2018;
Sanner-Stiehr & Ward-Smith, 2015). During the first hour, students were educated about the
cognitive rehearsal intervention (i.e., TeamSTEPPS® DESC script) and workplace incivility
(AHRQ, 2019). The educational content included information on the concept of incivility, the
American Nurses Association’s (2015) Code of Ethics and position statement on incivility and
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related concepts, and the negative impact of workplace incivility on nurses and healthcare
environment (Clark, 2019; Roberts et al., 2018; Sanner-Stiehr, 2018; Sanner-Stiehr & WardSmith, 2015).

Cognitive Rehearsal Intervention: Step 2 - Demonstration
In step 2, students were provided with demonstrations of the steps of the cognitive
rehearsal intervention. Students were introduced to the top 10 frequent forms of workplace
incivility experienced by nursing students in the clinical work environment and how to respond
to similar scenarios using the TeamSTEPPS® DESC script (AHRQ, 2019; Birks et al., 2017;
Budden et al., 2017; Clark, 2019; Clark et al., 2012; Curtis et al., 2007; Longo, 2007; Tee et al.,
2016; Thomas & Burk, 2009). The acronym DESC stands for (D) describe the situation, (E)
express your concerns, (S) suggest other alternatives, and (C) consequences (AHRQ, 2019). The
DESC script is an evidence-based script that uses a constructive approach to managing and
resolving interpersonal conflict. Acronyms are considered useful memory aids that can help
nurses standardized communication in a concise and assertive manner (Ceravolo et al., 2012).
During the demonstration, the peer facilitator role-modeled appropriate responses to verbal abuse
and being ignored by nurses using the TeamSTEPPS® DESC script (see Table 8).
Table 8
Demonstration of AHRQ’s TeamSTEPPS® (2019) DESC Script
Frequent Forms of
Workplace Incivility: Scenarios
A nursing student feels
that a patient has abdominal
distension and pain secondary
to a distended bladder and

DESC Script
D = describe the situation
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Response using DESC
Script
I am sensing that you are upset with
me for calling the physician to
order the foley catheter for your
patient.

needs a foley catheter. The
nursing student called the
attending physician to get the
order for the foley. When the
nurse preceptor realizes that
the order was given without
her consent, the nurse raises
her voice at the nursing
student in front of staff and the
patient. (Example of public
humiliation: verbal abuse)

A nursing student is working
with a nurse in the MedSurg unit that has six patients.
The nurse was just assigned to
a new patient that arrived from
the ER. The nursing student
asks the nurse to let her do the
admission paperwork. The
nurse ignores the student’s
request and walks away
leaving the student standing
in the hallway. (Example of
incidents of injustice: being
ignored)

E = express your concerns
about the action

When you raised your voiced in
front of others, it embarrasses me
and makes me very uncomfortable.
It undermines my credibility with
the patient.

S = suggest other
alternatives

If you’re concerned or have a
question regarding my
performance, I would appreciate it
if you would speak to me in private.

C =state the consequences

A private conversation would be
more beneficial to me because, I
would feel less embarrassed and
would be able to ask questions and
supply information. Can we agree
to follow such a procedure if this
were to occur again?

D = describe the situation

I am sensing that you are upset
about getting another patient
assigned to you.

E = express your concerns
about the action

When you ignored my request to do
the new patient’s admission
paperwork it made me feel that you
did not want me here.

S = suggest other
alternatives

If you are concerned that I may not
know how to do the admission
paperwork, I would appreciate it if
you asked me if I’ve done it before
and not just leave me in the
hallway.

C = state the consequences

A private discussion regarding my
request would be more beneficial
and would make me feel welcome
and part of the team. Can we agree
to discuss patient care items next
time something new comes up?

Cognitive Rehearsal Intervention: Step 3 - Rehearsal
Steps one and two provided students with a foundation on incivility and how to respond
appropriately. The second hour of the educational program started with Step 3. In step three,
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students were paired and assigned one of the top 10 frequent forms of workplace incivility
experienced by nursing students in the clinical work environment (Clark, 2019; Roberts et al.,
2018; Sanner-Stiehr, 2018; Sanner-Stiehr & Ward-Smith, 2015). During this stage, the principal
investigator and peer facilitator encouraged participants to create a scenario using their assigned
frequent form of workplace incivility and a response using the TeamSTEPPS® DESC script
(AHRQ, 2019; see Table 8). Inviting students to write their own scenarios gave them an
opportunity to 1) practice new skills, 2) reinforce the use of professional communication (i.e.,
DESC script), and 3) build confidence in responding to future uncivil encounters (Clark, 2019;
Roberts et al., 2018; Sanner-Stiehr, 2018; Sanner-Stiehr & Ward-Smith, 2015).

Cognitive Rehearsal Intervention: Step 4 - Feedback
In step four, the primary investigator and peer facilitator provided feedback/verbal
persuasion to students to improve responses to their assigned uncivil behavior (Clark, 2019;
Roberts et al., 2018; Sanner-Stiehr, 2018; Sanner-Stiehr & Ward-Smith, 2015).

Cognitive Rehearsal Intervention: Step 5 - Debriefing
The fifth and final step consisted of a debriefing. The debriefing gave students the
opportunity to share their thoughts on the intervention and workplace incivility (Clark, 2019,
Sanner-Stiehr, 2018; Sanner-Stiehr & Ward-Smith, 2015).

67

Approval of Use of Intervention
In the United States, the AHRQ’s (2019) TeamSTEPPS® DESC script is available free
of charge to the public for non-commercial use (see Appendix G). Therefore, permission to use
the DESC script for this study fell within the TeamSTEPPS® non-commercial guidelines.

Data Collection
Prior to the implementation of this study, Institutional Review Board (IRB) approvals
were obtained from the University of Central Florida and a university in the southeast USA, as
well as departmental approval from the college of nursing at the study site. This study collected
data in three phases (see Figure 3 and Table 9). Phase one consisted of pre-intervention (i.e.,
General Self-Efficacy [GSE] and Uncivil Behavior in Clinical Nursing Education [UBCNE])
surveys. In phase two, nursing students were exposed to the study’s intervention via an online
educational program and received an email with a link to demographic survey. The third and
final phase involved post-intervention testing using the CDC’s (2019) Recommended Questions
for Delayed Evaluation (i.e., used to measure Level 3 of the Kirkpatrick Model), GSE, and
UBCNE surveys. All data was collected online using the University of Central Florida’s (UCF)
Qualtrics® platform. To protect student’s confidentiality, a unique study identifier associated
with each student’s email address was used to match and analyze a total of three surveys at both
pre- and post-intervention.
The informed consent process consisted of the Explanation of Research featured at the
top of each survey administered via UCF’s Qualtrics® platform. This process required
participants to review a description of the study that included: risks and benefits, confidentiality,
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compensation, and contact information for the principal investigator, faculty adviser, and the
University of Central Florida’s and study site’s IRB contact information. The consent process
also advised participants that involvement in the study was completely voluntary and that they
could withdraw from the study at any point in time. Submission of a completed or partially
completed survey indicated consent to participate in the study. Thus, no written documentation
of consent was obtained from any participant.
Figure 3
Data Collection: Phases 1 – 3

Phase One
On weeks five through seven of the academic term, senior nursing students (i.e., fourth
and fifth semester) were recruited and completed a pre-intervention survey that measured their
self-efficacy and perception of workplace incivility in the clinical work environment and self69

efficacy using the General Self-Efficacy (GSE) and Uncivil Behavior in Clinical Education
(UBCNE) scales (Anthony et al., 2014; Schwarzer & Jerusalem, 1981). Data was collected
using the following steps:
1. Recruited study participants. Requested from research site’s college of nursing
administration a student census with email addresses of all registered senior nursing
students in the baccalaureate program.
2. With prior approval from professors, principal investigator (PI) gave two short online
presentations on the study at the end of class to senior nursing students.
3. Using the email list secured from the research site’s s administration, the PI sent all
registered senior nursing students a “Recruitment Email” and “Explanation of
Research” with a weblink to UCF’s (n.d.) Qualtrics® platform to administer the
Uncivil Behavior in Clinical Education (UBCNE) and General Self-Efficacy (GSE)
surveys that assessed students’ perceived workplace incivility in clinical education
and self-efficacy levels (see Appendices B, F, & I; Anthony et al., 2014; Schwarzer &
Jerusalem, 1981).

Phase Two
During phase two, the cognitive rehearsal intervention was implemented using the
TeamSTEPPS® DESC script (AHRQ, 2019). On week eight and nine of the academic term,
senior nursing students (i.e., fourth and fifth semester) were given two opportunities to attend an
online cognitive rehearsal intervention/educational program via WebEx and complete a
demographic survey. Phase 2 consisted of the following:
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1. Conducted cognitive rehearsal intervention program and took attendance to confirm
students’ participation and class standing (i.e., seniors).
2. Conducted follow-up cognitive rehearsal/educational program for students that could not
attend the first presentation.
3. Sent all senior nursing students that attended the cognitive rehearsal intervention program
an email with a weblink to UCF’s Qualtrics® platform to administer the demographic
survey (see Appendices D & I).

Phase Three
On weeks thirteen and fourteen of the academic term, senior nursing students who
attended the program were asked to evaluate the effectiveness of the intervention using three
surveys: UBCNE, GSE, and the CDC’s (2019) the Recommended Questions for Delayed
Evaluation. The data was collected using the following steps:
1. Sent all senior nursing students who attended the cognitive rehearsal intervention
program, an email with a weblink to UCF’s Qualtrics® platform to administer the CDC’s
(2019) Recommended Questions for Delayed Evaluation that assessed nursing students’
use of the cognitive rehearsal intervention/educational program (i.e. AHRQ’s (2019)
TeamSTEPPS® DESC script) and Kirkpatrick Model - level 3 (i.e., behavior), as well as,
the Uncivil Behavior in Clinical Education (UBCNE), and General Self-Efficacy (GSE)
that assessed students’ perceived workplace incivility in clinical education and selfefficacy levels (see Appendices F & I; Anthony et al., 2014; Schwarzer & Jerusalem,
1981).
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Table 9
Timeline of Data Collection Activities
Activity

W1 W2

IRB
Approval
Dept
Approval
Qualtrics
Setup
Student
Census
Student
Presenta
tion 1
Student
Presenta
tion 2
Interview
Peer
Facilitator
Qualtrics
Pilot
Phase 1
Email
Peer
Training
Phase 1
Reminder
Interven
tion
Phase 2
Email
Phase 2
Reminder
Phase 3
Email
Phase 3
Reminder
Down
Load
Data
Data
Analysis

X

W3

W4 W5

W6

W7

W8

W9

X

X

X

X

W10 W11 W12 W13 W14

W15

X
X
X
X

X

X

X
X
X
X

X

X
X
X
X

X
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Data Management
All data collected for this study was stored electronically on a Microsoft’s OneDrive
account and a password encrypted laptop. After completion of the study, all the hard data will be
stored at the principal investigator’s (PI) home office in a secure and locked cabinet. Five years
after completing the study, the PI will destroy all hard data by deleting all the electronic files
from the hard drive and OneDrive account.

Pilot
A pilot was conducted prior to data collection to assess and improve the study’s
procedures and methods. Five post-graduate students were recruited to participate in a pilot test
of the survey and each student was given access to the study’s survey on Qualtrics®. After
completion of the survey, each of the students were asked to provide feedback on the survey
length, clarity of scale items, and use of Qualtrics. The average time to complete each of the
three questionnaires ranged from 6 to 15 minutes. Based on the positive feedback, no
substantive changes were made to the survey.

Data Analysis
For this study, data analysis took place after the data had been entered and the data file
had been checked for accuracy. This study used IBS’s Statistical Package for Social Sciences
(SPSS 26®) to analyze the data collected in phases 1 through 3.
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Preliminary Data Analysis
Descriptive statistics were employed to (1) describe the characteristics of the study
sample, (2) check variables for any violation of assumptions that may impact statistical
procedures used to answer the study’s hypotheses, and (3) to obtain frequencies to describe
categorical variables (e.g., age, gender, ethnicity/race). Continuous variables were assessed for
normality by evaluating skewness, kurtosis, Kolmogorov-Smirnov values.

Principal Data Analysis
The study’s hypotheses were tested using inferential and descriptive statistics. This study
had one independent variable, cognitive rehearsal intervention and two continuous dependent
variables, workplace incivility and self-efficacy. First, data was screened for errors, missing
values and then for outliers. Second, data was also reviewed for any outliers using frequency
distributions (i.e., mean [M], standard deviation [SD] range of scores, confidence interval of
95%). A correlation analysis was used to assess if self-efficacy (i.e., pretest) was indirectly
associated with workplace incivility (i.e., posttest) in the clinical work environment. Two
repeated measures ANOVA were used to evaluate differences between pre and posttest scores of
self-efficacy and workplace incivility (i.e., General Self-Efficacy [GSE] and Uncivil Behavior in
Clinical Nursing Education [UBCNE] scales) while controlling for race/ethnicity. Frequencies
were calculated to determine if nursing students had implemented the cognitive rehearsal
intervention in the clinical work environment to respond to workplace incivility.
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Limitations
This study had several challenges and limitations. First, this study took place during the
COVID-19 pandemic. During this time, the study site’s campus was closed, and all nursing
students were enrolled in online courses. This impacted the recruitment of study participants,
research design, and the implementation of the cognitive rehearsal educational intervention. Due
to these restrictions, the principal investigator (PI) was not able to recruit participants face-toface nor offer the cognitive rehearsal intervention in-person. Instead, the recruitment process
took place via email and the cognitive rehearsal intervention was offered online via WebEx.
This may have impacted the number of nursing students who participated in the study.
Second, this study used a quasi-experimental, one group pretest-posttest research design.
This research design is associated with different threats to internal validity that included:
randomization, low statistical power, history, maturation, attrition, and testing. Randomization is
the most effective means of controlling individual characteristics among the study’s population
(Polit & Beck, 2020). Randomization allows researchers to create comparable groups to control
confounding variables (i.e., age, gender, race/ethnicity). This study did not use randomization
nor a control group. Based on the a priori power analysis, this study estimated a sample size of
41. When a small sample is used in a study, statistical power is low, and the analysis may not
detect relationship between the independent and dependent variables. The size of the study’s
population (i.e., 64) made it impossible to randomize subjects nor use a control group. This
study collected data at three fixed points that spanned eight weeks. During this time,
participants’ may have been influenced by external events (i.e., history); changes that occurred
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because of the passage of time (i.e., maturation); or decided to not continue participation (i.e.,
attrition) because of the length of the study (i.e., eight weeks).
Third, this study used survey instruments to measure the two dependent variables, selfefficacy (i.e., General Self-Efficacy or GSE scale) and workplace incivility (i.e., Uncivil
Behavior in Clinical Work Environment or UBCNE scale). Surveys contain self-reported
information from study participants. A great advantage of survey research is its flexibility (Polit
& Beck, 2020). In this study, nursing students were able to access the surveys by opening an
email sent to their university email address and clicking on a weblink. Although surveys offer
participants a convenient means of sharing their views on a topic, self-reported information has
its weaknesses. The most serious issue is whether the information being shared by the
participants is valid and accurate. The risk of self-reporting bias is unavoidable even when using
reliable and validated instruments (Althubaiti, 2016). Pre- and posttesting took place four weeks
apart. Studies indicate that participants’ post-scores may be influenced by their responses on the
first survey. Nonetheless, the topic under examination in this study cannot be examined using
another method since it requires the participants to share their personal experiences.
Fourth, this study was limited to the experiences of baccalaureate senior nursing students
enrolled in a private university in the state of Florida. The experiences of other students in other
types of nursing programs were not represented in this study. The diverse demographics of the
study’s population (i.e., age, gender, ethnicity/race) does not reflect other geographical locations
in the United States. This lack of representativeness means that the study’s findings cannot be
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generalized to other nursing students (i.e., White, Asian American, American Indian, Alaskan
Native) nor other types of nursing programs (i.e., diploma, pre-nursing, associate, graduate).
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CHAPTER 4: RESULTS
This chapter presents the results of this study. Descriptive characteristics of the sample
population will be presented followed by the results of the preliminary data analysis. Finally, the
principal data analysis for each of the study’s four hypotheses are provided.

Descriptive Statistics
A total of 64 senior nursing students who met the inclusion criteria were invited to
participate in this study. During Phase 1 of data collection (i.e., pre-intervention), 39 out of the
64 eligible students completed the General Self-Efficacy (GSE) and Uncivil Behavior in Clinical
Nursing Education (UBCNE) survey (Anthony et al., 2014; Schwarzer & Jerusalem, 1981),
yielding a response rate of 61%. In Phase 2, 31 students completed the demographic survey. In
the third and last phase of this study, only 27 students completed the post-intervention GSE,
UBCNE, and the CDC’s (2019) Delayed Evaluation survey. Due to low response rates and
attrition, the minimum sample size estimated by the power analysis was not achieved (see Figure
4). Based on the pre/posttest design of this study, only the 27 students that completed all three
phases of data collection were used to test the study’s four hypotheses.
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Figure 4
Data Collection: Phase 1 through 3, Response Rates, and Attrition

Sample Characteristics
Descriptive statistics were used to illustrate the sample’s demographic characteristics.
Categorical variables (i.e., age, gender, race/ethnicity) were examined using frequencies.
Participants’ age was studied both as a continuous and a categorical variable.
The 27 participants ranged in age from 20 to 48, with a mean age of 27.44 (SD = 7.8).
More than half of the study’s population (55.6%) were 20 – 24 years old, 14.8% (25 – 29 years
old), 11.1% (30 to 34 years old), 11.1% (35 to 39 years old), and 7.4% (45 to 49 years old). In
terms of gender, 85.2% identified as females and 14.8% as males. The race/ethnic breakdown of
the sample was as follows: 11.1% White not of Hispanic origin, 59.3% Black of not Hispanic
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origin, and 29.6% Hispanic. Table 10 presents the frequencies and percentages of the sample’s
demographic characteristic.
Table 10
Demographic Characteristics of Sample: Frequencies and Percentages
Variable

Frequency

Percentage

Mean age (year, ± SD)
20 to 24 years old
25 to 29 years old
30 to 34 years old
35 to 39 years old
45 to 49 years old
Gender
Females
Males
Race/Ethnicity
White not of Hispanic Origin
Black not of Hispanic Origin
Hispanic

27.4 (SD ± 7.8)
15
4
3
3
2

55.6
14.8
11.1
11.1
7.4

23
4

85.2
14.8

3
16
8

11.1
59.3
29.6

Preliminary Data Analysis
Scores for pre/post workplace incivility, and pre/post self-efficacy (i.e., continuous
variables) were evaluated for skewness, kurtosis, and Kolmogorov-Smirnov values (see Table
11). Pre/post workplace incivility as measured by the Uncivil Behavior in Clinical Nursing
Education (UBCNE) scale had positive skewness and kurtosis values. Positive skewness and
kurtosis values indicated that a large portion of the UBCNE scores (i.e., pre/post workplace
incivility) were at the lower end of the curve with long, thin tails. Unlike workplace incivility,
scores for pre- and post-self-efficacy as measured by the General Self-Efficacy (GSE) scale had
negative skewed and kurtosis values. These negative values indicated that the bulk of the scores
(i.e., pre/post self-efficacy) were at the high end or tails of a flat top curve. Results of the
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Kolmogorov-Smirnov’s test revealed that post-workplace incivility (i.e., UBCNE) and post selfefficacy (i.e., GSE) scores were normally distributed (p < .05). However, pre-workplace
incivility (i.e., UBCNE) and pre-self-efficacy (i.e., GSE) scores all had significant values less
than p < .05 (see Table 11). Boxplots were examined for outliers. Findings uncovered two
outliers: one case in both pre- and post-workplace incivility (i.e., UBCNE). No outliers were
identified in pre or post self-efficacy (i.e., GSE) scores. Due to the small sample size, none of
the outliers were removed from the analysis.
Table 11
Testing for Normality of Continuous Variables
Variable

Skewness

Kurtosis

Sig

Outliers

1.141

KolmogorovSmirnov
.004

Workplace
Incivility (Pre)

1.259

p < .05

1

Workplace
Incivility (Post)

1.585

3.229

.076

p > .05*

1

Self-Efficacy
(Pre)

-.531

-.069

.029

p < .05

0

Self-Efficacy
-.143
-.977
.200
p > .05*
(Post)
* Non-significant results (i.e., Sig. values greater than .05) indicated normality

0

For categorical variables (i.e., age, gender, race/ethnicity), frequencies were undertaken
to evaluate data for variability. Data indicated that participants were mostly 20 to 24 years of
age (55.6%), females (85.2%), and Black not of Hispanic origin (59.3%). As a result of these
findings, race/ethnicity was reduced from five to two levels (see Table 12).
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Table 12
Reduction of Race/Ethnicity Variables
Original Variable

New Variable

White not of Hispanic origin
Black not of Hispanic origin
Hispanic
American Indian or Alaskan Native
Asian or Pacific Islander

White non-Hispanic and Hispanic
Black non-Hispanic

Aims and Hypotheses
Aim 1: Determine the differences between pretest and posttest scores on self-efficacy
after exposure to the cognitive rehearsal intervention on baccalaureate nursing students’
self-efficacy levels as measured by the General Self-Efficacy (GSE) scale while controlling
for race/ethnicity.
H01: There would be no differences between the pretest and posttest scores of
baccalaureate nursing students’ self-efficacy level.
HA1: Scores on self-efficacy would be significantly higher on posttest than on pretest
among baccalaureate nursing students.
To assess Aim 1, a repeated measures ANOVA was conducted to evaluate the effect of
the cognitive rehearsal intervention (Team STEPPS® DESC script) on senior nursing students’
self-efficacy while controlling for race/ethnicity (AHRQ, 2019). Scores on the General SelfEfficacy (GSE) scale were compared at time 1 (i.e., prior to the cognitive rehearsal intervention),
and time 2 (i.e., four weeks after exposure to the intervention). The GSE measured nursing
students perceived self-efficacy to stressful situations (Schwarzer & Jerusalem, 1981). The GSE
scale consisted of 10 items on a 4-point scale (1=not at all true, 2=hardly true, 3=moderately
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true, and 4=exactly true). Mean scores were used to differentiate low and high self-efficacy
levels in individuals (Grevenstein & Bluemke, 2017).
Results were reviewed to determine if any assumptions were violated. Homogeneity of
variances were checked using Levene’s Test of Equality of Error Variances. Values for both the
pre- (.360) and post-self-efficacy (.219) were greater than .05. Next, Box’s Test of Equality of
Covariance Matrices was used to assess homogeneity of variance-covariance. The significance
for both pre- and post-intervention’s scores were .500. Given that the values for both Levene’s
and Box’s test were greater than .05, no assumptions were violated.
Second, to determine if changes in self-efficacy levels had occurred between time 1 (i.e.,
pre-intervention GSE) and time 2 (i.e., post-intervention GSE) among the two ethnic groups, the
Wilks’ Lamba scores were evaluated. The means and standard deviations are presented in Table
13. There was not a statistically significant effect, suggesting no differences in self-efficacy
levels (Wilks’ Lambda = .93, F (1, 25) = 1.89, p = .181) between the two race/ethnic groups at
time 1 and time 2. The null hypothesis was not rejected.
Table 13
Pre/Post Measures of Self-Efficacy and Workplace Incivility by Race/Ethnicity
Time Period/Race Ethnicity
Self-Efficacy (Pre)
- White non-Hispanic and
Hispanic
- Black non-Hispanic
Self-Efficacy (Post)
- White non-Hispanic and
Hispanic
- Black non-Hispanic
Workplace Incivility (Pre)
- White non-Hispanic and
Hispanic
- Black non-Hispanic

n

M ± SD

df

F

p

11

3.3 (0.4)

1, 25

1.89

.181

16

3.2 (0.5)

1, 25

1.89

.181

11

3.2 (0.3)

1, 25

1.89

.181

16

3.3 (0.4)

1, 25

1.89

.181

11

1.4 (0.5)

1, 25

.02

.884

16

1.7 (0.7)

1, 25

.02

.884
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Workplace Incivility (Post)
- White non-Hispanic and
Hispanic
- Black non-Hispanic

11

1.4 (0.3)

1, 25

.02

.884

16

1.7 (0.7)

1, 25

.02

.884

Aim 2: Determine the differences between pretest and posttest scores on workplace
incivility after exposure to the cognitive rehearsal intervention on baccalaureate nursing
students’ experiences with incivility in the clinical work environment as measured by the
Uncivil Behavior in Clinical Education (UBCNE) scale while controlling for race/ethnicity.
H02: There would be no difference between the pretest and posttest scores of
baccalaureate nursing student’s workplace incivility experienced in the clinical work
environment.
HA2: Scores on workplace incivility would significantly decrease from pretest to posttest
scores among baccalaureate nursing students.
To assess Aim 2, the researcher performed a repeated measures ANOVA to assess the
effect of the cognitive rehearsal intervention (i.e., AHRQ’s, 2019, Team STEPPS® DESC script)
on nursing students’ perceived workplace incivility while controlling for race/ethnicity. Pre and
post scores on the Uncivil Behavior in Clinical Nursing Education (UBCNE) were analyzed at
two points in time. This study used the UBCNE’s revised scale containing 12-items. The
UBCNE tool is scored using a 5-point scale ranging from 0 to 4 (0=Never, 1=Rarely,
2=Occasionally, 3=Often, 4=Very often). Higher mean scores indicated more workplace
incivility experienced by nursing students in the clinical work environment.
Two tests were undertaken to evaluate if any assumptions had been violated. Levene’s
Test of Equality of Error Variance was executed to assess homogeneity of variances. Both pre
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and post values (.07) were greater than .05. Box’s Test of Equality of Covariance Matrices was
used to calculate homogeneity variance-covariances. The significant values for pre- and postintervention (i.e., UBCNE) were .18. In view of the Levene’s and Box’s results being greater
than .05, none of the assumptions were violated.
Next, pre- and post-intervention UBCNE scores were explored to determine if changes in
workplace incivility occurred between time 1 and time 2 in the two race/ethnic groups. The
means and standard deviations are presented in Table 13. The interaction effect was not
statistically significant, indicating no differences between time 1 and time 2 (Wilks’ Lambda =
.99, F (1, 25) = .02, p = .884) in workplace incivility among the two race/ethnic groups. The null
hypothesis was not rejected.
Aim 3: Determine baccalaureate nursing students use of cognitive rehearsal in
response to workplace incivility in the clinical work environment as measured by Level 3 of
the Kirkpatrick Model using the Centers for Disease Control and Prevention’s (2019)
Recommended Questions for Delayed Evaluation.
H03: Baccalaureate nursing students would report not using cognitive rehearsal when
responding to workplace incivility in the clinical work environment as measured by Level 3 of
the Kirkpatrick Model using the Centers for Disease Control and Prevention’s (2019)
Recommended Questions for Delayed Evaluation.
HA3: Scores on the Centers for Disease Control and Prevention’s (2019) Recommended
Questions for Delayed Evaluation as measured by Level 3 of the Kirkpatrick Model would
indicate use of the cognitive rehearsal intervention by a majority of the nursing students.
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To assess Aim 3, the researcher conducted frequencies to determine if nursing students
had used the study’s cognitive rehearsal intervention (i.e., AHRQ’s (2019) Team STEPPS®
DESC script) in their current clinical rotation. The CDC’s (2019) Delayed Evaluation asked
students, “To what extent have you used what you learned in this course in your work?” The
tool used a four-point scale (1=Not applicable, 2=Not at all, 3=Some, and 4=A lot). Out of the
27 participants in the study, 19 or 70.4% of the students had used “some” of the intervention in
their current clinical rotation, 7 or 25.9% stated they had used “a lot” of the intervention, and
3.7% of the students responded, “not at all.” These findings indicated that 96% of the study
participants had used the cognitive rehearsal intervention. The alternative hypothesis was
accepted.
Aim 4: Determine if baccalaureate nursing student’s self-efficacy level as measured
by the General Self-Efficacy (GSE) scale before exposure to the cognitive rehearsal
intervention would be indirectly associated with workplace incivility reported in the
clinical work environment.
H04: There would be no relationship between self-efficacy scores of baccalaureate
nursing students and workplace incivility reported in the clinical work environment.
HA4: Baccalaureate nursing students’ self-efficacy scores would be indirectly associated
with workplace incivility in the clinical work environment such that higher scores on selfefficacy would be associated with lower workplace incivility.
To assess Aim 4, a correlations analysis was executed to measure the strength of the
linear relationship between pre-intervention self-efficacy and post-intervention workplace
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incivility as measured by the General Self-Efficacy (GSE) and Uncivil Behavior in Clinical
Nursing Education (UBCNE) scales. Correlations provide evidence of an association but not
causation between two continuous variables. A scatterplot was performed to examine the
direction, form, and strength of the relationship between the two variables. A review of the data
points on the scatterplot indicated that the direction of the relationship between self-efficacy (i.e.,
pre-intervention GSE) and workplace incivility (i.e., post-intervention UBCNE) were negative.
Most of the data points formed a cluster in the lower right of the x-axis. The strength of the
relationship between the two variables did not form a slope. This signified a weak, negative,
correlation between self-efficacy (i.e., pre-GSE) and workplace incivility (i.e., post-UBCNE),
r = -.19, n = 27, nevertheless, the relationship was not significant, p = .337. The null hypothesis
was not rejected.
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CHAPTER 5: DISCUSSION
The aims of this study were (1) to determine the impact of a cognitive rehearsal
intervention on nursing students’ self-efficacy; (2) to assess the effect of a cognitive rehearsal
intervention on workplace incivility experienced by nursing students in the clinical work
environment; (3) to measure the use of a cognitive rehearsal intervention by nursing students in
the clinical work environment; and (4) to evaluate if nursing student’s self-efficacy level before
exposure to a cognitive rehearsal intervention predicted workplace incivility reported in the
clinical work environment. A quasi-experimental, one group pretest-posttest research design
was used to assess the effect of the cognitive rehearsal intervention (i.e., AHRQ’s (2019) Team
STEPPS® DESC script) on nursing students’ self-efficacy and level of exposure to workplace
incivility experienced in the clinical work environment for aims one, two, and four. Four weeks
after exposure to the study’s cognitive rehearsal intervention, participants were surveyed to
assess use of the DESC script for aim three.
This chapter reviews the findings of this study. First, this chapter provides a summary
and analysis of the results. Then, the results are discussed in comparison to the current literature
on self-efficacy, cognitive rehearsal, and workplace incivility as it relates to nursing students in
the clinical work environment. Next, the theoretical, methodological, nursing implications, and
limitations of the study are addressed. Finally, this chapter concludes with recommendations for
future research.
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Summary and Analysis of Findings
Aim 1
The goal of Aim 1 was to determine the differences between pretest and posttest scores
on self-efficacy after exposure to the cognitive rehearsal intervention on baccalaureate nursing
students’ self-efficacy levels as measured by the General Self-Efficacy (GSE) scale while
controlling for race/ethnicity. Hypothesis one stated that scores on self-efficacy would be
significantly higher on posttest than on pretest among baccalaureate nursing students. The
findings did not support hypothesis one. A repeated measures ANOVA was conducted to
compare scores on the GSE scale at time 1 (i.e., pre-intervention) and time 2 (i.e., four weeks
post-intervention). The 10 items on the GSE were scored on a 4-point scale (1= not at all true, 2
= hardly true, 3 = moderately true, and 4 exactly true). Mean scores were used to distinguish low
and high self-efficacy levels. For White non-Hispanic and Hispanic nursing students, the mean
scores for pre- and post-intervention were 3.3 (SD = .4) and 3.2 (SD = .3), while for Black nonHispanic students pre- and post-intervention scores were 3.2 (SD = .5) and 3.3 (SD = .4),
respectively. Prior to exposure to the study’s cognitive rehearsal intervention, mean scores for
both demographic groups indicated self-efficacy levels near the maximum score of 4. The
clustering of scores at the upper limit can lead to what is referred to as a ceiling effect (Polit &
Beck, 2020). When scores cluster at the “ceiling,” the dependent variable is limited in how
much it can change (Garin, 2014). This may explain why pre- and post- self-efficacy levels
remained almost the same during the study period. Since nursing students’ self-efficacy levels
were already high (i.e., pre-intervention) they could not increase appreciably post-intervention.
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These findings indicated no statistically significant increase in nursing students’ self-efficacy
levels from time 1 and time 2.
Sanner-Stiehr (2018) and Sanner-Stiehr and Ward-Smith (2015) examined the impact of
a cognitive rehearsal intervention on baccalaureate nursing students’ self-efficacy and response
to workplace incivility in the clinical work environment. Findings from both studies indicated a
significant increase in self-efficacy between pre- and post-intervention.
Sanner-Stiehr (2018) sampled 129 baccalaureate students using the Self-Efficacy to
Respond to Disruptive Behaviors (SERDB) scale and found that scores of overall self-efficacy
significantly increased immediately after exposure to the intervention (pretest M = 5.2 versus
posttest M = 6.9, t = -9.90, p = .000) and three months after exposure (posttest M = 6.9 versus 3month follow-up M = 6.0, t = 3.97, p = .000). Sanner-Stiehr and Ward-Smith (2015) recruited
88 baccalaureate students and assigned 47 to a control group and exposed the remaining 41 to the
intervention. Both groups were asked to rate their self-efficacy in response to 10 prevalent
lateral violence behaviors of physicians using the revised Scale to Address Disruptive Behavior
(SADBS-R). A statistically significant increase from pre- to post-intervention for all 10 items on
the SADBS-R scale (p = .000) was found. Although the posttest findings for Sanner-Stiehr and
Sanner-Stiehr and Ward-Smith were statistically significant, both studies collected pre- and
post-data on the same day. Per Polit and Beck (2020), testing refers to the effect that a pretest
may have on participants’ performance on a posttest. Therefore, nursing students’ attitudes may
have been influenced by the exposure to the questionnaire and not the intervention.
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In contrast to Sanner-Stiehr (2018) and Sanner-Stiehr and Ward-Smith (2015) , the
current study waited four weeks to measure the effects of the cognitive rehearsal intervention,
assessed students actual use of the intervention, utilized the General Self-Efficacy (GSE) scale to
measure students’ self-efficacy, and used a minority nursing student sample. Sanner-Stiehr and
Sanner-Stiehr and Ward-Smith used the Self-Efficacy to Respond to Disruptive Behaviors
(SERDB) and the Scale to Address Disruptive Physician Behavior (SADBS-R) to measure the
impact of a cognitive rehearsal intervention on nursing students’ self-efficacy levels. Both
instruments were newly developed, and reliability had not been established. Unlike the SERDB
and SADBS-R scales, the GSE scale has been used since 1981 in over 1,000 studies. Through
repeated use, the GSE’s reliability has been established. Moreover, the current study examined
workplace incivility instigated by nurses instead of physician incivility or general disruptive
behaviors (Sanner-Stiehr, 2018; Sanner-Stiehr & Ward-Smith, 2015). Sanner-Stiehr used a
predominantly Caucasian sample (82.2%) while the current study’s sample consisted of 59.3%
Black non-Hispanics. Other studies that have examined the impact of a cognitive rehearsal
intervention or workplace incivility on nursing students’ self-efficacy have used either a
predominantly Caucasian population, provided little or no demographic information on study
participants, or have not examined any possible relationship between self-efficacy, race, or
ethnicity (Del Prato, 2013; Palumbo, 2018; Sanner-Stiehr, 2015; Sanner-Stiehr & Ward-Smith,
2015). The relationship between race/ethnicity, workplace incivility, and self-efficacy needs to
be addressed. Due to this gap in the literature, further research is needed to understand how
minority nursing student’s self-efficacy levels impact response to workplace incivility in the
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clinical work environment. As a result of these differences, the findings from this study add to
nursing’s knowledge base.

Aim 2
The objective of Aim 2 was to determine the differences between pretest and posttest
scores on workplace incivility after exposure to the cognitive rehearsal intervention on
baccalaureate nursing students’ experiences with incivility in the clinical work environment as
measured by the Uncivil Behavior in Clinical Nursing Education (UBCNE) scale while
controlling for race/ethnicity. Hypothesis two stated that scores on workplace incivility would
significantly decrease from pre to posttest among baccalaureate nursing students. Comparison of
the UBCNE surveys between pre- and posttest did not support hypothesis two. A repeated
measures ANOVA was performed to compare pre-intervention (i.e., time 1) and postintervention (i.e., time 2 – four weeks after exposure) mean scores of nursing students’ perceived
workplace incivility using the UBCNE scale while controlling for race/ethnicity. The UBCNE
scale consists of 12-items scored on a 5-point scale from 0 to 4 (0 = Never, 1 = Rarely, 2 =
Occasionally, 3 = Often, 4 = Very Often. Higher mean scores indicated nursing students
experienced more workplace incivility instigated by nurses in the clinical work environment.
The mean scores for White non-Hispanic and Hispanic students were 1.4 (i.e., pre-intervention)
versus 1.4 (i.e., post-intervention) whereas Black non-Hispanics was 1.7 at both pre- and postintervention. Mean scores for both demographic groups clustered near or at the lowest possible
values of the instrument. This phenomenon known as “floor effects” limited the amount of
downward change between pre- to post-intervention and indicated that nursing students
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experienced low levels of workplace incivility in the clinical work environment (Garin, 2014).
Comparison of the findings between pre- and post-intervention indicated that Black nonHispanic students experienced slightly higher workplace incivility than White non-Hispanic and
Hispanic students but means scores were not statistically significant for any of the groups of
participants.
Previous studies that examined the use of a cognitive rehearsal intervention to decrease
workplace incivility lacked statistical support. Griffin (2004) implemented a cognitive rehearsal
intervention that taught 26 new nurses how to respond to the 10 most common types of
workplace incivility using cue cards. One year after the cognitive rehearsal intervention, 13 of
the 26 nurses participated in a focus group. All 13 nurses stated that they had confronted
instigators of workplace incivility. However, seven of the original 26 nurses were employed at
the hospital for nine to 10 months and the remaining six were employed six to nine months. The
reasons for the turnover were not disclosed. Therefore, it is not possible to determine if
workplace incivility played a role or assess the efficacy of the intervention.
Clark (2019) used cognitive rehearsal, simulation, and the AHRQ’s (2019)
TeamSTEPPS’® DESC script to help nursing students address incivility experienced in the
classroom and clinical work environment. Nursing students who participated in the study listed
several benefits including learning how to respond to uncivil encounters, communicating
effectively, and supporting patients. Despite the positive responses from students, the study did
not provide any statistical analysis of the findings nor demographic characteristics of the sample.
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Consequently, a comparison of the present study’s findings to the two previous ones is
unattainable.
Roberts et al. (2018) exposed sophomores (n = 42) and senior (n = 31) nursing students
to a cognitive rehearsal intervention using two instructional methods (i.e., incivility training led
by nursing student peers versus an expert). Findings indicated no significant differences (t77 =
1.43, p = .158) in scores for sophomores (M = 20.6, SD = 3.3) who received peer training versus
seniors (M = 19.5, SD = 3.4) who were trained by an incivility expert. Results may have been
impacted by differences in sample size or year in nursing program.

Aim 3
The purpose of Aim 3 was to determine baccalaureate nursing students use of cognitive
rehearsal in response to workplace incivility in the clinical work environment as measured by
Level 3 of the Kirkpatrick Model using the CDC’s (2019) Recommended Questions for Delayed
Evaluation (Kirkpatrick Partners, 2020). Hypothesis three stated that scores on the CDC’s
Delayed Evaluation as measured by Level 3 of the Kirkpatrick Model would indicate use of the
cognitive rehearsal intervention by most of the nursing students. Hypothesis three was supported
by the findings on the Delayed Evaluation survey. A total of 96% of the study participants stated
that they had used the cognitive rehearsal intervention (i.e., AHRQ’s (2019) Team STEPPS®
DESC script) to address workplace incivility instigated by nurses in the clinical work
environment. Specifically, 70.4% of the student participants stated that they had used “some” of
the cognitive rehearsal intervention while 25% stated that they had used “a lot” of it.
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Two known studies evaluated cognitive rehearsal training effectiveness using the
Kirkpatrick Model (Roberts et al., 2018; Sanner-Stiehr, 2018). The Kirkpatrick Model consists
of four levels: reaction to training (i.e., level one), learning intended knowledge (i.e., level 2),
implementation of the learned behavior in the work environment (i.e., level 3), and results (i.e.,
level 4; Kirkpatrick Partners, 2020). Unlike the current study that measured the actual use of the
cognitive rehearsal intervention (i.e., AHRQ’s (2019) TeamSTEPPS® DESC script), SannerStiehr (2018) measured nursing student’s “confidence” in their ability to respond to a “future,
hypothetical” disruptive behavior encounter (i.e., level 2) using knowledge learned through the
study’s cognitive rehearsal intervention. Although the Sanner-Stiehr findings were statistically
significant, one must question if “confidence” will translate into “actual practice” if the study’s
participants experienced workplace incivility.
Sanner-Stiehr (2018) used the Self-Efficacy to Respond to Disruptive Behaviors
(SERDB) scale to measure level 2 (i.e., learned intended knowledge) of the Kirkpatrick Model.
Said scale was developed to measure different dimensions of self-efficacy (i.e., overall selfefficacy, previous behavior, affect, cognition, motivation, and situational self-efficacy). Items on
the scale included confidence and importance of responding effectively to disruptive behaviors.
While the scale has demonstrated high internal consistency (i.e., pre-intervention (α = 9.12) and
post-intervention (α = 8.97), it may not be an appropriate instrument to measure level 2 of the
Kirpatrick Model. This study used the Centers for Disease Control and Prevention’s (2019)
Delayed Evaluation that measured the actual use of the cognitive rehearsal intervention (i.e.,
Kirkpatrick Model’s Level 3 – learned behavior) and factors that may have aided or hindered its
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use. The Delayed Evaluation survey consisted of three questions that asked students if they had
used the cognitive rehearsal intervention to respond to workplace incivility and what factors may
have helped or kept them from using the intervention in the clinical work environment. As a
result, the Delayed Evaluation survey may be considered a valid instrument to measure the effect
of the cognitive rehearsal intervention’s impact on nursing students’ self-efficacy.
Roberts et al. (2018) used cognitive rehearsal to prepare nursing students to respond to
workplace incivility in healthcare. Two surveys were used to evaluate the cognitive rehearsal
intervention using the Kirpatrick Model’s four levels (Kirkpatrick Partners, 2020). The first two
levels of the Kirkpatrick Model were measured immediately after exposure to the cognitive
rehearsal intervention. The survey contained six statements of which four measured level 1:
reaction and the remaining two evaluated level 2: learning on a 5-point Likert scale ranging from
1 (i.e., strongly disagreed) to 5 (i.e., strongly agree). The second survey administered at the end
of the semester consisted of five statements that measured level 3 (i.e., behavior) and level 4 (i.e.,
reaction) using the same 5-point Likert scale as the first survey. Descriptive statistics were
provided for both surveys but no information on the reliability nor validity of the two
instruments were presented. Roberts et al. reported that 95% of seniors (n=19) and 97% of
sophomores (n=56) participants felt the cognitive rehearsal intervention was relevant to nursing
students (i.e., level 1: reaction) while 75% of seniors (n=15) and 90% of sophomores (n=52)
stated that the intervention increased the probability of responding suitably to incivility (i.e.,
level 2: learning). Post-intervention testing revealed that 58% of seniors (n=18) and 69% of
sophomores (n=29) used the intervention to respond to incivility (i.e., level 3: behavior). Ninety
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percent of seniors (n=28) and 93% of sophomores (n=39) stated that the cognitive rehearsal
intervention created a positive attitude about supporting civility and preventing incivility (i.e.,
level 4: results).
Based on the absence of validity and reliability of the instruments plus the use of two
different levels of students within a nursing program (i.e. seniors and sophomores), the variance
in group size (i.e., 20 versus 58 [level 1 & 2] and 31 versus 42 [level 3 & 4]), and unknown time
period between the measurement of levels 1 and 2 and levels 3 and 4, said findings cannot be
compared to the current study that used a one-group, pre/posttest design with a four-week
interval between time 1 and time 2, and a validated instruments to measure self-efficacy.

Aim 4
The intent of Aim 4 was to determine if baccalaureate nursing student’s self-efficacy
level as measured by the General Self-Efficacy (GSE) scale before exposure to the cognitive
rehearsal intervention (i.e., AHRQ’s (2019) TeamSTEPPS® DESC script) would be indirectly
associated with workplace incivility reported in the clinical work environment. Hypothesis four
stated that among baccalaureate nursing students’ self-efficacy scores would negatively correlate
with level of workplace incivility in the clinical work environment. Hypothesis four was not
supported by the findings. A correlations analysis was conducted to determine if a relationship
existed between nursing students’ pre-intervention self-efficacy levels and post-intervention
workplace incivility experienced in the clinical work environment. Nursing students’ selfefficacy levels and perceived workplace incivility were measured using two scales: the General
Self-Efficacy (GSE) scale and the Uncivil Behavior in Clinical Education (UBCNE) scale. A
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mean score was used to report nursing students’ pre-intervention self-efficacy levels and postintervention workplace incivility scores (Anthony et al., 2014; Schwarzer & Jerusalem, 1981).
Pre-intervention mean scores for self-efficacy were 3.2 (SD = .4) while post-intervention mean
scores for workplace incivility were 1.6 (SD = .6). Findings indicated (r = -.19, n = 27, p=.337)
a non-significant linear correlation between pre-self-efficacy and post-intervention workplace
incivility scores. Therefore, knowing a nursing students’ self-efficacy level did not predict postintervention workplace incivility.
None of the studies reviewed directly examined a linear relationship between nursing
students’ self-efficacy and workplace incivility. However, Pines et al. (2012) examined the
relationship between conflict management styles, psychological empowerment, and stress
resiliency among 166 baccalaureate nursing students (i.e., juniors and seniors). A correlations
analysis was undertaken to examine the relationship between scores on the Stress Resiliency
Profile (SRP) and the Psychological Empowerment Instrument (PEI) scales. Results indicated
that all three of the SRP (i.e., deficiency focusing, necessitating, skill recognition) subscales were
significantly related (p < .01, p < .05) to the PEI’s competence (i.e., self-efficacy), and selfdetermination (i.e., an individual’s choice in initiating an action) subscales. Therefore, students
with low deficiency scores had higher scores on the PEI’s competence, impact, and selfdetermination subscales.
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Implications
Practice Implications
Workplace incivility is a widespread problem in nursing and healthcare. Traditionally,
nurses have viewed incivility as a rite of passage that is commonly referred to as “nurses eat their
young.” Research indicates that nursing students who experienced workplace incivility
instigated by nurses in the clinical work environment reported feeling humiliated, depressed, and
some even considered leaving the nursing profession. Despite its prevalence, strategies to deter
or decrease incivility between nurses and nursing students are lacking in academia and the
clinical work environment.
The aim of this study was to expose nursing students to an evidence-based cognitive
rehearsal intervention (i.e., AHRQ’s (2019) TeamSTEPPS® DESC script) that would teach them
how to respond to workplace incivility. Over 70% of the study’s participants stated that they had
used “some” of the DESC script to respond to workplace incivility in the clinical work
environment while 25% stated that they had used “a lot.” To help deter workplace incivility,
nursing students need to be exposed to interventions such as the TeamSTEPPS® DESC script
before they start their first clinical rotation. This will give nursing students the opportunity to
acquire and practice the necessary skills to respond to workplace incivility before they
experience it firsthand and internalize it as a normal part of the profession.
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Research Implications
This quasi-experimental, one-group, pre/posttest research study examined the effect of a
cognitive rehearsal intervention (i.e., TeamSTEPPS® DESC script) on baccalaureate nursing
students’ self-efficacy and level of workplace incivility instigated by nurses in the clinical work
environment (AHRQ, 2019). This study builds and adds to the current nursing literature. First,
this study used a sample of culturally diverse nursing students who were 59.3% Black nonHispanic and 40.7% White non-Hispanic and Hispanic. Previous studies that assessed the effects
of a cognitive rehearsal intervention on nursing students’ self-efficacy and workplace incivility
were mostly White/Caucasian. Second, this study assessed if a linear relationship existed
between pre-intervention self-efficacy and levels of post-intervention workplace incivility. Prior
studies had not examined if a relationship existed between workplace incivility (i.e., instigated
by nurses against nursing students) and self-efficacy after exposure to TeamSTEPPS® DESC
script. Third, three validated instruments were used to measure self-efficacy, workplace
incivility, and the effect of the cognitive rehearsal intervention (i.e., AHRQ’s (2019)
TeamSTEPPS® DESC script). To date, nursing studies that have investigated self-efficacy,
cognitive rehearsal, and workplace incivility have used unknown or adapted instruments to
measure these concepts. As a result, this study adds to the literature by being the first to use a
predominantly Black non-Hispanic population of baccalaureate nursing students, examine the
effect of race/ethnicity on self-efficacy and workplace incivility, and use two validated
instruments developed specifically to measure self-efficacy and workplace incivility instigated
by nurses in the clinical work environment.
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Policy Implications
Strategies to deter and reduce workplace incivility must be a priority in academia, the
nursing profession, and in the clinical work environment. Current organizational and academic
policies fall short of protecting students or providing students with effective skills to address
workplace incivility. Since 2008, the Joint Commission requires hospital to develop a Zero
Tolerance policy that establishes a culture that does not tolerate threatening, intimidating, or
humiliating behaviors. However, this policy does not delineate any specific standards, nor does
it cover students, or call for mandatory reporting of said behavior. The American Association of
Colleges of Nursing’s (2021) The essentials: Core competencies for professional nursing
education states that nursing programs must ensure that clinical assignments are “safe,
supportive, and conducive for learning.” Furthermore, Domain 5.3 of the Essentials states that
nursing students must know how to (1) prevent violence, (2) foster a culture of civility and
respect, and (3) that nursing schools must create a safe culture for the reporting of violence and
uncivil incidents. Yet, studies reviewed indicated that nursing students’ exposure to workplace
incivility at the hands of nurses in the clinical work environment is common and that nursing
programs have failed to teach students how to address or implement protocols to report said
behavior (Babenko-Mould & Laschinger, 2014; Birks et al., 2017; Budden et al., 2017; Tee et
al., 2016; Thomas et al., 2015).
While numerous studies have examined workplace incivility between nursing students
and nurses, the majority have focused on reporting the different types of uncivil behavior
experienced and their negative consequences (Anthony & Yastik, 2011; Babenko-Mould &
Laschinger, 2014; Birks et al., 2017; Budden et al., 2017; Clark et al., 2012; Tee et al., 2016;
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Thomas & Burk, 2009; Thomas et al., 2015). Current levels of workplace incivility against
nursing students reman high and the Joint Commission’s Zero Tolerance policy is poorly
enforced. Moreover, only a limited number of academic institutions have published strategies
that nursing students can use to address workplace incivility (Clark, 2019; Roberts et al., 2018;
Sanner-Stiehr, 2018; Sanner-Stiehr & Ward-Smith, 2015; Sidhu & Park, 2018). Academic and
healthcare organizations need to invest in more research and strategies to deter workplace
incivility in the clinical work environment. All stakeholders need to incorporate far-ranging
actions such as: 1) penalties for failure to enforce Zero Tolerance policies, 2) mandatory
inclusion of content related to workplace incivility and mitigation strategies in baccalaureate
nursing program’s curriculum, 3) mandated reporting of workplace incivility for academic and
healthcare organizations, 4) financial penalties for entities that report high levels of incivility,
and 5) training programs aimed at perpetrators and victims of said behavior.

Limitations of this Study
Several limitations exist in the present study. First, this study used a quasi-experimental,
one-group, pre/posttest design. Quasi-experimental studies are vulnerable to threats (i.e., history,
maturation, attrition, and testing) of internal validity (Polit & Beck, 2020). This study took place
during the Covid-19 pandemic. The psychological impact of the pandemic plus the fact that this
was first clinical rotation that students (i.e., study participants) participated in since the start of
their nursing program may have influenced how they perceived or responded to workplace
incivility. Therefore, history must be taken into consideration when interpreting the results.
Second, maturation may have affected the study’s outcomes. This study took place a year after
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the start of the Covid-19 pandemic. During this time, students experienced government and
business shutdowns, mandated facial masking, social distancing, and attended virtual classes to
avoid getting and transmitting Covid-19. Factors such as anxiety, depression, fatigue, and social
isolation may have influenced students’ perception of their self-efficacy levels and workplace
incivility in the clinical work environment.
Attrition rate for this study was 21% between Phase 1 and 2, and 13% between Phase 2
and 3. Due to low enrollment numbers plus subsequent attrition, statistical power of study was
negatively impacted. Fourth, time interval between pre- and posttesting was just four weeks.
Studies have found that the first survey may sensitize participants and influence their responses
in same post-survey (Polit & Beck, 2020). In this study, pre- and posttest mean scores on the
General Self-Efficacy (GSE) and Uncivil Behavior in Clinical Nursing Education (UBCNE)
scales were almost the same for all students regardless of race/ethnicity (see Figure 14). In
studies like the current one that did not use a comparison group, it’s impossible to separate the
effects of the intervention from the effects of the pretesting (Polit & Beck, 2020).
Finally, this study’s sample was predominantly Black non-Hispanic (i.e., 59.3%). Per the
American Association of Colleges of Nursing (2020), race/ethnicity of students enrolled in
baccalaureate nursing was 64.7% White, 11.2% Black/African American, 12.9% Hispanic or
Latino, 7.8% Asian, Native Hawaiian, or Other Pacific Islander, 0.6% American Indian or
Alaskan Native, and 2.9% two or more races. All these factors limit the generalizability of the
study’s findings.
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Future Research
According to the American Association of College of Nursing (2020), 35.3% of
baccalaureate nursing students are minorities. However, the current literature lacks minority
representation. Six of the eight studies reviewed on nursing students, incivility, self-efficacy, or
cognitive rehearsal failed to provide an ethnic breakdown of their sample (Clark, 2019; Del
Prato, 2013; Palumbo, 2018; Roberts et al., 2018; Sanner-Stiehr & Ward-Smith, 2015; Sidhu &
Park, 2018). In the two remaining studies, 61% of participants self-identified Hispanic and
82.2% as Caucasian (Pines et al., 2012; Sanner-Stiehr, 2018). If nursing is to effectively address
workplace incivility, future research needs to be more inclusive and recruit more diverse
samples.
This study failed to achieve the estimated sample size (i.e., 41) required to detect a
significant difference between the independent variable (i.e., cognitive rehearsal intervention)
and the dependent variables (i.e., self-efficacy and workplace incivility). Only 27 students
instead of the minimum 41 completed the study. Due to low student participation, statistical
analysis of the data may have failed to show a relationship between the independent and
dependent variables. To avoid this issue, future studies need to recruit larger more diverse
samples to avoid low statistical power.
The current study used a quasi-experimental design. Quasi-experiments expose
participants to an intervention but lack randomization and a control group. Studies that use a
control group and randomization are considered the gold standard in research. The objective of
the control group is to serve as a counterfactual to the intervention group. Due to the small
student population at the study site, a control group was not attainable. Upcoming studies need
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to include a control group so that researchers can compare the effect of the independent variable
between the experimental and control group.
Only one type of evidence-based cognitive rehearsal intervention (i.e., AHRQ’s
TeamSTEPPS® DESC script) was used in this study. Over 95% of the study’s participants
stated that they used the intervention to respond to workplace incivility in the clinical work
environment. However, the findings were not statistically significant. The current state of
workplace incivility experienced by nursing students calls for additional investigations into
effective strategies to combat this insidious behavior. Future research should explore other
intervention options such as exposing students to more than one session of the DESC script or
using different types of evidence-based cognitive rehearsal interventions. For example, the
Caring Feedback Mordel and TeamSTEPPS’® CUS scripts could be compared to determine
differences in effect size. It is critical that nursing invests in research to find an effective
solution to a problem that has no place in a profession known for caring for others.

Conclusions
In 1986, Meissner coined the phrase “nurses eat their young.” Since then, nursing studies
have focused on quantifying said phenomenon between nurses and nursing students. Current
literature offers few strategies to address said behavior. This is the first known study to examine
the effect of a cognitive rehearsal intervention (i.e., TeamSTEPPS® DESC script) on selfefficacy (i.e., General Self-Efficacy [GSE]scale) and workplace incivility (Uncivil Behavior in
Clinical Nursing Education [UBCNE] scale) among a predominantly Black non-Hispanic
baccalaureate nursing student population in the clinical work environment (AHRQ, 2019;
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Anthony et al., 2014; Schwarzer & Jerusalem, 1981). While the findings did not indicate a
significant increase in self-efficacy or a decrease in workplace incivility, almost all the study
participants stated that they had used the study’s intervention to respond to workplace incivility
in the clinical work environment. The findings from this study improve our understanding of
cognitive rehearsal interventions and offer nursing students a strategy to address workplace
incivility.
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G*Power 3.1 – Power Analysis
t-tests: Means: Difference between two dependent means (matched pairs)
Analysis: A priori: Compute required sample size – given α, power, effect size
Input:
Tail(s):
= One
Effect size d:
= 0.40
α err prob:
= 0.05
Power (1-β err prob):
= 0.80
Output:
Critical t
Df
Total sample size
Actual power

= 1.683851
= 40
= 41
= 0.808582
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Explanation of Research
Title of Study: Cognitive rehearsal, self-efficacy, and workplace incivility among baccalaureate
nursing students
Principal Investigator: Alina Diaz-Cruz
Faculty Supervisor: Dr. Jascinth Lindo, PhD, MPH, RN
Currently, you are a fourth or fifth semester nursing student enrolled in a course with a clinical
rotation in a hospital unit. For this reason, you are being invited to take part in a research study.
Your participation in this study is completely voluntary.
The purpose of this research study is to assess the effect of an educational program on
disrespectful behavior experienced by nursing students during clinical rotations in the hospital
setting.
You will be asked to complete three online surveys and attend one live online educational
program. Each online survey will be administered using UCF’s Qualtrics software. The online,
synchronous educational program will be implemented using WebEx’s video conferencing
technology.
From start to finish, this study over the course of one semester will require a total time
commitment of 3 hours and 10 minutes. During the fifth to seventh week of the academic
semester, you will be asked to complete the first survey. This 26-item survey includes questions
on demographics, rude or disrespectful behavior experienced during your clinical rotations, your
ability to respond to rude or disrespectful interactions with nurses and will take about 15 minutes
to complete. In the eighth to the ninth week, you will also be asked to take part in an educational
program. The duration of the online educational program is 2 hours and 30 minutes. After
completing the educational program, you will be asked to complete a 6-item survey that will take
less than 10 minutes to complete. To determine the effectiveness of the educational program,
you will be asked to take a 25-item survey on disrespectful behavior experienced during your
clinical rotation, your ability to respond to rude or disrespectful interactions with nurses, and the
educational program in weeks 13 and 14. Each online survey is estimated to take 15 minutes or
less to complete.
Data from this study will only be accessible to members of the research team. To bolster
confidentiality, a unique study identifier will be created for your email address using letters and
numbers (i.e., AAB1) and used to match and analyze a total of three surveys. Your unique study
identifier and email address will be stored separately from the study data in a password
encrypted laptop and will be used to distribute your $15 Amazon gift card. The information
shared by you will be kept confidential. All information will be protected as required by the
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Institutional Review Board that oversee university research. No names will be included in any
presentation or publication of the study’s findings.
All data collected will be stored electronically. Electronic data will be stored on a Microsoft’s
OneDrive account and a password encrypted laptop. After completion of the study, all the hard
data will be stored at the principal investigator’s (PI) home office in a secure and locked cabinet.
Five years after the completion of the study, the PI will destroy all hard data by deleting all the
electronic files from the hard drive and OneDrive account.
You must be 18 years if age or older to take part in this research study.
Study contacts for questions about the study or to report a problem: If you have questions,
concerns, or complaints: Alina Diaz-Cruz, PhD Student, Nursing, College of Nursing, (786) 5876286 or Dr. Jascinth Lindo, PhD, MPH, RN, Faculty Supervisor, College of Nursing at (407) 823
– 5443 or by email at jascinth.lindo@ucf.edu
IRB contact about your rights in this study or to report a complaint: If you have questions
about your rights as a research participant, or have concerns about the conduct of this study,
please contact the Institutional Review Board (IRB), University of Central Florida, Office of
Research, 12202 Research Parkway, Suite 501, Orlando, FL 32826-3246 or by telephone at
(407) 823-2901, or email irb@ucf.edu
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Study Flyer

Cognitive rehearsal, self-efficacy, and workplace
incivility among baccalaureate nursing students

Research Study Seeks Participants
Are you tired
of being treated rudely or disrespected during clinical
rotations?
Participants must meet the following criteria:
 Be 18 years or older
 Be a fourth or fifth semester Senior Nursing Student
 Be enrolled in a Clinical Rotation in a Hospital
This study is being conducted by researchers at UCF
during the Spring 2021 semester and will require a total
commitment of 3hr and 10 minutes over the course of the
semester
If you are interested in participating, please send an email to:
Alina Diaz-Cruz at alinadiaz3@knights.ucf.edu
All Participants that Complete All Surveys Will Receive a $15
Amazon Gift Certificate
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Study Questionnaire
Explanation of Research

There are specific criteria that each study participant must meet to take part in this study. This section will assist in
determining if you meet the criteria for this study.
Please answer all the questions in the inclusion and exclusion criteria by checking the appropriate box.
Inclusion criteria)
1) Are you currently enrolled in a nursing course that has a clinical rotation in a hospital unit? □ Yes □ No
2) Did you complete cognitive rehearsal training ? □ Yes □ No
Consent: (If you click on the word, NEXT, you will give your consent to participate in this study)
Part 1 – About You
In this section, we would like to get to know you a bit better. Please answer all questions by checking the
appropriate box that best describes you.
1) What is your age? □ less than 20 years old, □ 20 to 24 years old, □ 25 to 29 years old, □ 30 to 34 years old, □ 35
to 39 years old, □ 40 to 44 years old, □ 45 to 49 years old, □ 50 years or over
2) What is your gender? □ Female □ Male □ Other
3) What is your race/ethnicity? □ White, not of Hispanic origin, □ Black, not of Hispanic origin, □ Hispanic, □
American Indian or Alaskan Native, □ Asian or Pacific Islander
4) What is your current classification in nursing school? □ Senior
Part 2- Workplace Incivility
Instructions: The following section asks for information regarding your interactions with the nurses in your current
clinical work environment. Please rate how frequently each statement reflects experiences you’ve had with the
nurses on your current hospital unit.
Question
Never
Rarely
Occasionally
Often
Very often
□
□
□
□
□
1. Embarrassed
you in front of
others
□
□
□
□
2. Rolled their eyes □
at you
□
□
□
□
□
3. Gave you an
incomplete
report
□
□
□
□
□
4. Used an
inappropriate
tone when
speaking to you
□
□
□
□
□
5. Avoided taking
report from you
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6.

Avoided giving
you report
7. Made snide
remarks about
student nurses
8. Raised their
voice when
speaking to you
9. Did not involve
you in a patient
care decision
you should have
been involved in
10. Did not pass on
patient
information that
you should have
been aware of
11. Told you that
you were
incompetent
12. Refused to help
you

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

Part 3 – Self-Efficacy
Instructions: The following section asks for information regarding your response to stressful events. Specifically,
please rate how you handle stressful events that occur during your current clinical rotation.
Question
Not at all true
Hardly true
Moderately
Exactly true
true
□
□
□
□
1. I can always
manage to
resolve difficult
problems if I
try hard
enough
□
□
□
□
2. If someone
opposes me, I
can find the
means and
ways to get
what I want
□
□
□
3. It is easy for me □
to stick to my
aims and
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accomplish my
goals
4. I am confident
that I could
deal efficiently
with
unexpected
events
5. Thanks to my
resourcefulness,
I know how to
handle
unforeseen
situations
6. I can solve most
problems if I
invest the
necessary effort
7. I can remain
calm when
facing
difficulties
because I can
rely on my
coping abilities
8. When I am
confronted with
a problem, I
can usually find
several
solutions
9. If I am in
trouble, I can
usually think of
a solution
10. I can usually
handle
whatever comes
my way

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□

□
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Training Effectiveness – Delayed Evaluation (Centers for Disease Control and Prevention
[CDC], 2019)
 Evaluation of cognitive rehearsal intervention four weeks after exposure
Instructions: The following section asks for your opinion on the educational program you
completed using AHRQ’s TeamSTEPPS® (2019) DESC script. Please answer all the questions,
your input is critical to improving this program and helping other students effectively handle
incivility.
Questions
1. To what extent have you
used what you learned in
this course in your work?

Responses:
□ Not applicable—I did not learn anything new from
this course
□ Not at all [if selected, go to question on barriers]
□ Some [if selected, go to question on barriers]
□ A lot [if selected go to question on facilitators]

2.

What factors helped you
use the content of this
course in your work?
(Select all that apply)

□ I had reminders of key learning concepts or skills
□ I had the resources I needed
□ I had opportunities to use what I learned
□ I had time to apply what I learned
□ My clinical instructor supported me in using what I
learned
□My colleagues supported me in using what I learned
□ Other (please specify):

3.

What factors kept you from
using the content of this
course in your work?
(Select all that apply)

□ I need additional training in the subject matter
□ I did not remember the course content well enough
to use it
□ I did not have the resources I needed
□ I did not have opportunities to use what I learned
□ I did not have the time to use what I learned
□ My supervisor did not support me in using what I
learned
□ My colleagues did not support me in using what I
learned
□ The course content was not relevant to my work
□ Other (please specify):

Thank you for taking the time to complete this questionnaire!
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University of Central Florida’s IRB Approval Letter
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Study Site’s IRB Approval Letter
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Study Site’s College of Nursing Approval Letter
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Uncivil Behavior in Clinical Nursing Education (UBCNE) scale
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General Self-Efficacy (GSE) scale

1. I can always manage to solve difficult problems if I try hard enough
2. If someone opposes me, I can find the means and ways to get what I want
3. It is easy for me to stick to my aims and accomplish my goals
4. I am confident that I could deal efficiently with unexpected events
5. Thanks to my resourcefulness, I know how to handle unforeseen situations
6. I can resolve most problems if I invest the necessary effort
7. I can remain calm when facing difficulties because I can rely on my coping abilities
8. When I am confronted with a problem, I can usually find several solutions
9. If I am in trouble, I can usually think of a solution
10. I can usually handle whatever comes my way
Response format:
1.
2.
3.
4.

Not at all true
Hardly true
Moderately true
Exactly true
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CDC’s (2019) Recommended Questions for Delayed Evaluations
Questions

Responses:

1.

To what extent have you
used what you learned in
this course in your work?

□ Not applicable—I did not learn anything
new from this course
□ Not at all [if selected, go to question on
barriers]
□ Some [if selected, go to question on
barriers]
□ A lot [if selected go to question on
facilitators]

2.

What factors helped you
use the content of this
course in your work?
(Select all that apply)

□ I had reminders of key learning concepts or
skills
□ I had the resources I needed
□ I had opportunities to use what I learned
□ I had time to apply what I learned
□ My clinical instructor supported me in using
what I learned
□ My colleagues supported me in using what I
learned
□ Other (please specify):

3.

What factors kept you
from using the content of
this course in your work?
(Select all that apply)

□ I need additional training in the subject
matter
□ I did not remember the course content well
enough to use it
□ I did not have the resources I needed
□ I did not have opportunities to use what I
learned
□ I did not have the time to use what I learned
□ My supervisor did not support me in using
what I learned
□ My colleagues did not support me in using
what I learned
□ The course content was not relevant to my work
□ Other (please specify):
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AHRQ’s TeamSTEPPS® (2019) DESC Script
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CDC’s (2019) Recommended Training Effectiveness Questions for Postcourse Evaluations
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Kirkpatrick Model
KP Permissions <permissions@kirkpatrickpartners.com>
Tue 7/14/2020 3:11 PM
Dear Alina,
Thank you for contacting us. We are pleased to hear that you plan to use the Kirkpatrick
Model in your research. You have our permission to use the model. Simply cite it within
whatever standard you are using.
Here is a link to the correct model on our website:
https://kirkpatrickpartners.com/Our-Philosophy/The-Kirkpatrick-Model
If you can share your dissertation when it's complete, we always like to see how the
model is applied.
Best regards,
Wendy
Wendy Kayser Kirkpatrick
President - Kirkpatrick Partners
8 Madison St., Suite C, Newnan, GA 30263
Customer service: (770) 302-3500

Learn how to build business partnership and create program success https://www.kirkpatrickpartners.com/Training-Events/Strategic-Evaluation-PlanningCertification
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Uncivil Behavior in Clinical Nursing Education (UBCNE)
Maureen Anthony <hhneditor@gmail.com>
Mon 5/18/2020 4:27 PM
To: Alina Diaz-Cruz

Hi Alina,
You are welcome to use it. Good luck with your study.
Maureen
Sent from my iPhone
On May 18, 2020, at 4:20 PM, Alina Diaz-Cruz wrote:

Dear Dr. Anthony,
I am a PhD student at the University of Central Florida's College of Nursing working
towards the completion of my dissertation. Since I started my undergraduate studies, the
concept of incivility has been of great interest. Specifically, incivility instigated by staff
nurses against nursing students in the clinical work environment. As you and your fellow
researchers mentioned in “Development and validation of a tool to measure incivility in
clinical nursing education” the uncivil behavior in clinical nursing education (UBCNE) tool is
the first of its kind.
I’m interested in using your 12-item UBCNE tool in my research study. The purpose of this
study is to assess the effect of cognitive rehearsal on nursing students’ self-efficacy and level of
exposure of workplace incivility experienced by nursing students in the clinical work
environment. For this reason, I would like to ask for your permission to use said tool in my
study. Please note that I will only use the UBCNE tool for my research study and will not
profit from its use.
Thank you for your time and consideration. I look forward to hearing from you.
Sincerely,
Alina Diaz-Cruz, MSN, RN
Doctoral Candidate
University of Central Florida
College of Nursing
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Cognitive Rehearsal Educational Program (Presentation)
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Phase 1 – Recruitment & Pre-Intervention Email
Date
Subject: Share your experiences with workplace incivility from your clinical rotations
Dear X (First name)
You are cordially invited to participate in a study titled, Cognitive rehearsal, self-efficacy, and
workplace incivility among baccalaureate nursing students. This study is to fulfill part of the
requirements of my Doctor of Philosophy in Nursing degree at the University of Central Florida.
The purpose of this study is to assess the effect of an educational program on nursing students’
ability to respond to rude or disrespectful interactions with nurses and the level of exposure to
rude and disrespectful behaviors experienced by nursing students in the clinical work
environment.
This study will consist of three surveys and a 2 hour and 30 minutes educational program that
will take place online. From start to finish, this study over the course of one semester will
require a total time commitment of 3 hours and 10 minutes. You will be asked to answer a
survey before taking part in the educational program, answer a second survey immediately after
the educational session, and a final survey four weeks after attending the educational program.
This will allow you the opportunity to assess the information learned from the educational
program. The surveys are of moderate length and should take approximately 15 minutes or less
for you to complete.
The surveys and educational program are completely voluntary, and you have no obligation to
participate. If you choose to participate, your answers will be kept confidential. To access the
first survey, please copy and paste the following web address into your Internet browser: ADD
LINK
If you have any questions or comments, please send the principal investigator, Alina Diaz-Cruz
an email at alinadiaz3@knights.ucf.edu.

Many thanks,
Alina Diaz-Cruz, MSN, RN
Doctoral Candidate
University of Central Florida
College of Nursing
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Phase 2 – Immediately After Training Ends Email

Date
Subject: Express your opinion on incivility experienced during your clinical rotations?
Dear Student,
Today, you attended an educational program on incivility in the nursing profession. I have
enclosed a link to the survey questionnaire for your use. To access the second survey, please
copy and paste the following web address into your Internet browser: ADD LINK
This survey is completely voluntary, and you have no obligation to participate. If you choose to
participate, your answers will be kept confidential. After you complete the third survey, you will
be sent a $15 Amazon gift certificate via your university email address.
Your participation in this study is critical to understanding the level of incivility that nursing
students in the South Florida area experience at the hands of nurses during their clinical
rotations.
If you have any questions, please feel free to send me an email at alinadiaz3@knights.ucf.edu.
Thank you for your time and consideration.
Many thanks,
Alina Diaz-Cruz, MSN, RN
Doctoral Candidate
University of Central Florida
College of Nursing
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Phase 2 – Immediately After Training Ends Email Reminder

Date
Subject: Your opinion is critical!
Dear Student
Last week, I sent you an email asking you to participate in a survey regarding incivility you have
experienced during clinical rotations. To access the second survey, please copy and paste the
following web address into your Internet browser: ADD LINK
This survey is important because incivility has negative consequences for nursing students and
patient care. Sharing your experiences with incivility via this survey is critical to understanding
how often nursing students encounter incivility and to what extent it impacts your development
as a future registered nurse.
This survey is completely voluntary, and you have no obligation to participate. If you choose to
participate, your answers will be kept confidential. After you complete the third survey, you will
be sent a $15 Amazon gift certificate via your U.S. mobile phone number.
If you have any questions, please feel free to send me an email at alinadiaz3@knights.ucf.edu.
Thank you for your time and participation!
Sincerely,
Alina Diaz-Cruz, MSN, RN
Doctoral Candidate
University of Central Florida
College of Nursing
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Phase 3 – Post-Intervention Email

Date
Subject: Have you DESC it?
Dear Student,
It has been four weeks since you participated in the incivility educational program. I hope that
you have had an opportunity to complete the survey after the program ended. If you have not,
please copy and paste the following web address into your Internet browser to share your
experiences: ADD LINK
During the incivility educational program, you learned about TeamSTEPPS® (2019) DESC
script. The DESC script was developed to help healthcare team members like you manage and
respond to difficult encounters.
Today, I’m asking you to please share your experience with incivility and TeamSTEPPS®
DESC script in a third and final survey. Your participation in this survey is critical to
understanding if DESC is an effective communication tool in uncivil encounters between nursing
students and nurses.
This survey is completely voluntary, and you have no obligation to participate. If you choose to
participate, your answers will be kept confidential. After you complete the third survey, you will
be sent a $15 Amazon gift certificate via your email address.
Please go to the following link to share your experience using the DESC script. ADD LINK
If you have any questions, please feel free to send me an email at alinadiaz3@knights.ucf.edu.
Thank you for your time and participation in this study.
Many thanks,
Alina Diaz-Cruz, MSN, RN
Doctoral Candidate
University of Central Florida
College of Nursing
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Phase 3 – Post-Intervention Final Email Reminder
Date
Subject: Last chance to share your experience with incivility and TeamSTEPPS® (2019) DESC
script?
Dear Student,
This is a follow-up to the email I sent you last week on incivility and the TeamSTEPPS® DESC
script. I hope that you have had an opportunity to complete the survey after the program ended.
If you have not, please copy and paste the following web address into your Internet browser to
share your experiences: ADD LINK
During the incivility educational program, you learned about TeamSTEPPS® DESC script. The
DESC script was developed to help healthcare team members like you manage and respond to
difficult encounters.
Today, I’m asking you to please share your experience with incivility and TeamSTEPPS®
DESC script in the third and final survey. Your participation in this survey is critical to
understanding if DESC is an effective communication tool in uncivil encounters between nursing
students and nurses.
This survey is completely voluntary, and you have no obligation to participate. If you choose to
participate, your answers will be kept confidential. After you complete all three surveys, you
will be sent a $15 Amazon gift certificate via your email address.
Please copy and paste the following web address into your Internet browser to share your
experience using the DESC script. ADD LINK
If you have any questions, please feel free to send me an email at alinadiaz3@knights.ucf.edu.
Thank you for your time and participation in this study.
Many thanks,
Alina Diaz-Cruz, MSN, RN
Doctoral Candidate
University of Central Florida
College of Nursing
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